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from your president 


At the ad interim meeting held in Chicago in June, the Executive Council de- 
voted much time to a discussion of the financial status of A.S.D.C. Because of a 
gradual increase in the costs of operating a large organization, with a view toward 
expanding the activities of the Central Office and committee functions, and 
because of an expected deficit budget this year, the Executive Council voted in 
favor of a dues increase. A special committee was appointed to study this need 
in great detail and to develop a statement which will enable the members. to 
determine for themselves the proper course to follow. This statement appears on 
page 180. Due to the grave importance of this matter, each member should be- 
come completely informed and be prepared to render his decision at the next 
Annual Meeting in Los Angeles. 

Although some of your officers are reimbursed partially for travel to official 
meetings, they are never compensated fully and no consideration is given to the 
many hours they spend in conducting the affairs of A.S.D.C. This is the way 
they wish it to be because of their devotion to our Society. “Those members who 
organize and operate the Annual Meetings spend countless hours away from then 
practices, and are never reimbursed. These attitudes make for a great professional 
organization and should be understood before one makes a decision on a dues 
increase. 

Since this will be my last message as your President, I should like to commend 
each of you for your good judgment in being a member of A.S.D.C., one of the 
most sincere, enthusiastic and fastest growing professional organizations in the 
world today. 

W. E. Brown 
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Stannous Fluoride Enamel Pigmentation — Evidence 


Of Caries Arrestment 


JosepH C. MuH er, D.D.S., PH.D.* 


VERY dentist has seen the old, 
E brown arrested lesions of dental car- 
ies found in the teeth of elderly people. 
These lesions usually begin early in 
life near the contact zones or on the 
facial surfaces near the neck of the 
tooth. ‘hey show first an opaque white 
spot in the enamel. When the caries 
process becomes arrested these areas ei- 
ther disappear entirely or if enough 
tooth substance has been dissolved to 
create a Cavity or porosity they turn 
brown with the passage of time. 

In every clinical test using stannous 
fluoride as a topical anticariogenic agent 
where the clinical results at the second 
examination were compared with the 
initial examination on a surface-to-sur- 
face basis and were made blind without 
reference to the former examination or 
the kind of treatment, the disappear- 
ance of lesions has been consistently 
observed. Originally, these observa- 
tions prompted us to study exten- 
sively the caries recording methods 
and the techniques we were using for 
analyzing data obtained from such clini- 
cal caries tests. Such investigations re- 
sulted in special attention being given 
to the reasons for these changes in the 
appearance of tooth structure since the 
analysis of the data showed a definite 
pattern in their occurence in relation- 
ship to the type of treatment each group 
received, For example, when a group of 
children receive a topical application of 


* Department of Biochemistry, Indiana Uni- 


versity Medical Center, Indianapolis 7, Indiana. 


water about 2-3 per cent of the surfaces 
originally diagnosed as carious change 
in appearance and are recorded non- 
carious. This is thought to be due to 
experimental error inherent in the clini- 
cal methods as well as to a certain small 
degree of caries arrestment. However, 
when a comparable group of children 
received a single application of  stan- 
nous fluoride about 22-25 per cent of 
the surfaces originally diagnosed as car- 
ious no longer showed signs of progress 
of the lesion. If sodium fluoride were 
used there would be a slight increase in 
the number of changed lesions compared 
to the water group but nothing of the 
magnitude as that observed with the use 
of topical stannous fluoride. This sug- 
gested that the effect of stannous fluor- 
ide on carious teeth was different than 
that of sodium fluoride. Such findings, 
correlated with the clinical observations 
that some carious areas did not increase 
in size as rapidly as others, prompted 
us to give more attention to the sub- 
ject of “caries arrestment.” 

Upon closer clinical examination of 
areas which now appeared to be sound 
but which had previously been con- 
sidered to be incipient carious areas, de- 
mineralized areas, etchings, or frank cari- 
ous lesions, it became obvious that all of 
them acquired certain typical character- 
istics: (1) the presence of pigmentation, 
(2) the change from a soft to a very hard 
texture, (3) the change from chalky 
whiteness to light brown, (4) no increase 
in size of the lesion, and, (5) no further 
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Ficure I. (Upper left) Immediately following prophylaxis and single application of an 8 per 
cent solution of stannous fluoride. (Lower left) One month following stannous fluoride application. 
Note light brown pigmented areas on centrals and cuspids. (Upper right) Six months following 
stannous fluoride application. Note greater intensity of pigmentation as well as presence on 
right lateral. (Lower right) Two years following initial stannous fluoride treatment. Note al- 


most complete absence of pigmentation. 





Ficure II. Dark brown or black discoloration 
of carious areas following topical application 
of stannous fluoride in patient who refused to 


brush his teeth. 
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progress of the lesion as long as the pig- 
mentation remained. Sound healthy en- 
amel was highly translucent, not pig- 
mented, hard and shiny and revealed no 
progressive changes as described above. 

It thus appears that all of these fac- 
tors are interrelated, and while we are 
not yet able to explain them individual- 
ly we are able to measure the practical 
result of them in terms of caries arrest- 
ment. It is an established fact resulting 
from our clinical investigations that 
once the precarious or carious area be- 
comes pigmented with the characteristic 
light brown color, the lesion will fail to 
increase in size. It is our belief that the 
smaller the size of the lesions at the time 
of the initial application of stannous 
fluoride, the greater the chance of caries 
arrestment. 

The frequency of reapplication of 
topical stannous fluoride may be deter- 
mined in part by the disappearance of 
the pigmentation. When the character- 
istic light brown pigmentation begins to 
disappear, the lesion will begin to in- 
crease in size (see Figure I). Various fac- 
tors are now known which affect the 
duration of pigmentation and as a re- 
sult, the length of caries arrestment. 
These may be summarized as follows: 

(1) The Frequency of Reapplication 
of the Stannous Fluoride. In a highly 
rampant caries case, the pigmentation 
will usually begin to disappear after 
3-4 months. In such cases, a reapplica- 
tion is suggested at this time or no later 
than six months. In cases where the car- 
ies activity is low, the pigmentation may 
not begin to disappear for a year or 
more (see Figure I). In such cases, a 
reapplication is suggested about once a 
year. In general, the reapplication 
should be as frequent as necessary in 
order to bring the case under control. 


The effect of stannous fluoride upon 
partially demineralized tooth structure 
suggests that the best time to apply stan- 
nous fluoride routinely in a dental prac- 
tice is before the operative treatment is 
begun. The advantage of this timing lies 
in the fact that many of the incipient 
lesions which would otherwise be re- 
stored may become arrested following 
stannous fluoride treatment. We have 
followed many such arrested lesions for 
as long as four years and operative in- 
tervention is not yet required. 

(2) The Type of Dentifrice Used. It 
is known that the light brown stannous- 
phosphate pigmentation can be removed 
by toothbrushing alone; it is removed 
more quickly when a dentifrice is used, 
probably because the phosphate abrasive 
in the dentifrice competes with the stan- 
nous ions in the carious enamel. The 
duration of pigmentation of the carious 
lesion can be prolonged through the use 
of a stannous fluoride dentifrice, which 
in essence provides the carious enamel 
with a daily topical application of stan- 
nous fluoride, thus increasing the tin 
content of the carious enamel. Clinical 
results have also demonstrated that the 
greatest reduction in caries activity is 
produced through the use of “Multiple 
Principles of Prevention.” In particular 
reference to stannous fluoride, it has 
been shown in a two-year clinical test 
that the greatest anticariogenic effect 
comes from the topical application of 
stannous fluoride each six months and 
the daily use of a stannous fluoride den- 
tifrice.? 


(3) Caries Susceptibility of the Pa- 
tient. This is, of course, related to the 
frequency of reapplication, and as such, 
has been discussed in part under num- 
ber 1 above. There is evidence to sup- 
port the observation that the more sus- 
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ceptible the patient the greater the pig- 
mentation, but also the greater the loss 
in pigmentation. Frequent observation 
of the case and frequent reapplication 
of the stannous fluoride is required in 
rampant caries cases in order to inhibit 
significantly the progress of new carious 
lesions. 

Some concern over pigmentation has 
been shown by a few dentists who are 
not aware ol 
Most of their concern is about enamel 


its clinical significance. 


“staining” following the use of topical 
stannous fluoride in which the carious 
areas become dark brown or black. This 
is not the type of enamel pigmentation 
of which we speak when associating this 
phenomenon with caries arrestment (see 
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Figure I). The unsightly dark brown ‘to 
black “staining” is primarily a result of 
one factor: poor oral hygiene (Figure 
II). As reported previously,? there is a 
direct relationship between the estliciic 
appearance of the carious lesion follow- 
ing the use of stannous fluoride and the 
oral hygiene of the patient. Figure III 
is an attempt to show what happens in 
such The initial enamel lesion 
probably results from acid attack upon 
the inorganic constituents of the enamel 


Cases. 


(removing calcium in addition to other 
ions). This creates porosities in the en- 
amel and eventually a definite cavity is 
formed. If this tooth 
topical application of stannous fluoride, 
essentially two different reactions occur: 


now receives a 


SnO, -2H,0 


-_—__—- 


aSn Poy (3) 
(light brown) 





demineralized enamel 
(treated with SnF, 
and poor oral hygiene) 


Diagrammatic sketch showing reactions between stannous tin and sound tooth struc- 


(4) Depicts the effect of materia alba covering a 


pre-carious area previously treated with stannous fluoride and the reactions accounting for the 


unesthetic appearance sometimes observed following the use of topical stannous fluoride solution. 
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one involves the reactions between the 
stannous ion and the porous enamel, 
and the other, between the stannous ion 
and noncarious enamel. In reaction 3 of 
Figure III it is seen that stannous ion 
from the stannous fluoride enters the in- 
cipient lesions to form a type of tin 
phosphate (SnPO,). Since the precise 
characteristics of this combination are 
not known we will simply indicate it as 
“a tin phosphate.” This product is, we 
believe, responsible for the caries ar- 
restment, and is light brown in color. 
The reaction between the stannous ion 
and noncarious enamel results not in 
the formation of a tin phosphate, but 
rather a tin oxide, probably a hydrous 
stannous oxide (SnO.*2H,O) (see reac- 
tion 2, Figure III). This is colorless. 

Iwo important characteristics of the 
first reaction, that between the carious 
enamel and stannous fluoride are of con- 
siderable interest: first, considerable 
stannous ion remains in the lesion for 
varying periods of time following the 
topical application; and, secondly, stan- 
nous ions are constantly being removed 
from the carious enamel. The reasons 
for the loss of stannous ions were pre- 
viously discussed. ‘This constant removal 
of stannous ions from the carious enam- 
el results in two important facts: (1) a 
loss in pigmentation; and, (2) a return 
of the clinical characteristics of an ac- 
tive carious lesion. This is one reason 
why we associate the two processes so 
completely. 

Since the stannous ion is constantly 
being removed from the carious lesion it 
is possible now to explain what would 
happen if a person practiced poor oral 
hygiene following the topical applica- 
tion of stannous fluoride. In the micro- 
bial material covering the carious area, 
stannous ions would be lost from the 


carious enamel and react with oxygen 
and/or sulfur in the plaque to form a 
blackish-brown SnO or SnS. This is 
esthetically unacceptable, but can be 
corrected by teaching the patient to re- 
move the microbial mass with good oral 
hygiene daily. This is best accomplished 
by having the patient use a stannous 
fluoride dentifrice since this will provide 
a double-barreled attack on the carious 
area, one which eliminates the plaque 
with oral hygiene, and secondly, it will 
contribute to the content of stan- 
nous ions in the carious enamel. The 
unsightly dark brown or black “stain” 
oral hygiene 


resulting from 


will thus be removed and the light- 


poc or 


brown tin phosphate indicative of caries 
arrestment will persist as long as the pa- 
tient continues to practice good oral 
hygiene. 

One of the major advantages of the 
single application technique using stan- 
nous fluoride is that it is practical to re- 
peat the treatment at six-month inter- 
vals, thus providing for early protection 
of the newly erupted tooth surface. Evi- 
dence is accumulating to suggest that 
the sooner the tooth is treated with stan- 
nous fluoride following eruption the 


greater is the anticariogenic effect. 


Nore: We gratefully acknowledge the assist- 
ance given us by Dr. Sumter S. Arnim, of the 
University of Texas, Dental Branch, in the 
preparation of this manuscript. 

The color photographs used in this study 
were of cases of Miss Nancy Dudding, whose co- 


operation is greatly appreciated. 
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The Effect of Metal Reinforcements on the 
Transverse Strength of Acrylic Resin* 


RICHARD E. JENNINGS, D.D.S., M.S.D.** 
ARNOLD M. WUEBBENHORST{ 


INTRODUCTION 


NE of the problems frequently en- 
O countered in the practice of pedo- 
dontics is the fracture of lower acrylic 
partial dentures. This fracture usually 
occurs in the denture near the midline 
lingual to the anterior teeth. Numerous 
opinions have been presented as to the 
cause of these fractures. Some have sug- 
gested that they occur as the result of 
slight changes due to the enlargement of 
the alveolar bone coincident with the 


migration of the unerupted permanent 


teeth producing an unbalanced denture 
with the resultant alteration of stresses. 
Another possibility is that there is insuf- 
ficient acrylic in the lingual bar area 


* This project was supported in part by a 
Fellowship Grant from the USPHS. 

** Dr. Jennings assumed Chairmanship of 
Preventive Dental Medicine (pedodontics) at the 
University of Texas Dental Branch, Houston, 
Texas, on July 1, 1960. 

+ Student, Indiana University School of Den- 
tistry, Indianapolis, Indiana. 


to prevent fracture under the mastica- 
tion stresses. It is also observed that 
children do not use the caution that 
they should in care of the appliance and 
since the midline area represents the 
inherent weak center point of an arc, 
it is susceptible to fracture. 

Skinner! has stated that the follow- 
ing factors will reduce the strength of 
the acrylic resin denture base material: 
(1) reduction of the curing time; (2) 
water sorption, and (3) excessive heat 
incurred during polishing. He makes no 
reference to the effect of various rein- 
forcements as related to the transverse 
strength of acrylic resin denture materi- 
al. 

A variety of reinforcing materials has 
been suggested by others as strength- 
ening agents. Wasserman? has _report- 
ed that 18 gauge wires may be imbed- 
ded in the acrylic resin to give added 
strength. Gainsworth® makes the state- 
ment that the metal wire which is so 
often used as a reinforcement seems to 











Ficure 1. Aluminum mold used to fabricate acrylic test blanks. 
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FicureE 2. Sketch of testing jig in use. 


defeat its own purpose by causing the 
acrylic to fracture in line with the wire. 

Because of the lack of adequate in- 
formation in this field and certain con- 
tradictory studies, this study was under- 
taken in an attempt to clarify the effect 
of various reinforcing materials upon 
the transverse strength of acrylic den- 
ture resin. 


METHODS AND MATERIALS 


The testing mechanism was similar 
to that of the recommended <A.D.A. 
Specification procedure *° for testing 


the transverse strength of denture base 
resin. 

A sheet of aluminum 3.0 mm. thick 
was used to fabricate a mold in which 
three acrylic testing blanks of similar 
size were cured at one time. 

Each series of three test strips was 
prepared from the same mix of acrylic,* 
cured simultaneously by bringing the 
water bath temperature uniformly up to 
212° F. in one hour, holding at 212° F. 
for one-half hour and then bench cool- 
ing. The blanks were then removed from 


* Miratone, L. D. Caulk Co. 
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the molds and any flash was removed by 
a slowly revolving metal bur. The blanks 
water at room 
7 days until 


were then stored in 


temperature for at least 
tested and they were kept moist during 
testing by the use of a water spray. 

A testing jig to conform with that 
described in the A.D.A. Specification 
No. 12 was prepared and used in the 
testing procedure. 

The acrylic test blanks were pencil 
scribed with two lines 7.5 mm. from each 
end to facilitate proper centering on the 
testing jig. A center line was also scribed 
to aid in centering the stress applying 
rod. The initial static load of one pound 
was suspended from the stress applying 
rod for a period of 30 seconds and then 
one pound of lead shot was added at a 
uniform rate during the next 30 seconds. 
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Thereafter, one pound of lead shot 
was added during the last 30 seconds of 
each minute and the total amount of 
weight needed to fracture the specimen 
was recorded. The linear deflection of 
the specimen was not recorded, as only 
the load necessary to produce the frac- 
ture was of interest to this study. 

For the initial study a series of 21 
acrylic blanks without added reintorce- 
ment was prepared and tested. The re- 
sults are shown in Table 1. 

For the second phase of the study a 
total of 18 series of specimens was pre- 
pared. Each series of three acrylic blanks 
was prepared as follows. The first was un- 
reintorced and the second blank had an 
added reintorcement of a stainless stcel 
lingual bar (Williams Gold Refining 
Co.). The reinforcement was centered in 





i 


Ficure 3. Reinforcements used in this study 


strengthener, 


(stainless steel lingual bar, braided wire plate 


O40 stainless steel round wire and stainless steel mesh). 
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the test blank by visual means during 
the trial packing of the acrylic resin 
material. 
the third was reinforced with a 
TABLE 1 
UNREINFORCED ACRYLIC BLANKS 


on* 9IR* 9QG* 


aJ 

26 28 29 
2/ 29 29 
ey | 29 30 
27 29 30 
yf 29 30 
27 29 30 


* Indicates weight in pounds necessary to 
produce a fracture of the acrylic specimen. 


60 mm x 8 mm strip of stainless steel 
mesh (Precision Dental Mfg. Co.). ‘The 
results are shown in Table 2. 

In the final group, 10 series of 30 
blanks were prepared with the first 
blank of each series being plain acrvlic, 


FABLE 2 
Plain Bar Mesh 
l 24* 39* 29* 
2 29 35 28 
3 27 31 27 
i 27 29 26 
5 Zh 26 26 
6 27 31 26 
7 32 34 33 
8 27 36 rf 
9 27 30 28 
10 26 34 2 
ll 21 34 26 
12 28 32 Pd | 
13 26 31 27 
14 25 35 26 
15 yf 35 27 
16 25 32 25 
17 25 33 25 
18 27 30 26 


* Indicates weight in pounds necessary to 


produce a fracture of the acrylic specimen. 


the second reinforced with a_ braided 
(Wm. Dixon, 
Inc.), and the third reinforced with a 


wire plate strengthener 


.040 stainless steel round wire. The re- 
sults are shown in Table 3. 


PABLE 3 

Plain Braid SS. 

l Vf is 2i* 28* 
2 52 34 35 
3 27 18 32 
4 26 ah 32 
5 28 27 34 
6 28 29 33 
7 27 33 33 
8 26 30 33 
sa] 32 32 34 
10 24 26 27 


* Indicates weight in pounds necessary to 


produce a fracture of the acrylic specimen. 


PRESENTATION OF DATA 


In the 
blanks that 
weight necessary to produce the fracture 


initial group of 20° acrylic 


were not reinforced, the 
varied from 25 to 30 pounds (Table 1). 
The mean was 28.29, the median 29 and 
the mode also 29 pounds (Table 4). 

blanks 


where the comparison of plain versus 


In the group of 54 acrylic 
the stainless steel lingual bar and stain- 
less steel mesh reinforcements was made 
(Table 2) the results were as follows: 
the range of weight required to fracture 
the unreinforced (plain) specimens was 
24 to 32 pounds. The mean was 26.83, 
the median and mode were both 27.0 
pounds. The range of weight required 
to fracture the specimens containing the 
stainless steel lingual bar as a reinforce- 
ment varied from 26 to 39 pounds. The 
mean was 32.61, the median 32.5 and the 
multi-mode was 31, 34 and 35 pounds. 


The range of weight required to trac- 
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ture the specimens reinforced with the 
stainless steel mesh was 25 to 33 pounds. 
The mean was 27.0, the median 27.0 and 
the mode 26.5. These results were shown 


in Table 4. 


rABLE 4 
Range Mean Median Mode 

Table | 25-30 28.29 29.0 29.0 
Table 2 

Plain 24-32 26.83 27.0 27.0 

Lingual 

Bar 26-39 32.61 32.5 31, 34, 35° 

S.S. Mesh 25-33 27.0 27.0 26.5 
Table 3 

Plain 24.32 pt fe 27.0 27.0 

Braid 18-34 28.3 27.0 27.0 

040 SS. 

Wire 27-35 32.1 33.0 31.0 


* Multi-mode 


In the next series of 30 specimens pre- 
pared to compare the results of the un- 
reinforced blanks to the braided wire 
and .040 stainless steel wire reinforce- 
ments (Table 3) the results were as fol- 
lows: the range of weight required to 
fracture the unreinforced (plain) speci- 
mens was 24 to 32 pounds. The mean 
was 27.2 pounds and the median and 
mode were 27 pounds. The range of 
weight required to fracture the speci- 
mens reinforced with the braided wire 
was 18 to 34 pounds. The mean was 28.3 
and the mode and median were 27 
pounds. The range of weight required 
to fracture the specimens reinforced with 
.040 stainless steel wire was 27 to 35 
pounds. The mean was 32.1, the median 
33.0 and the mode 31.0 pounds (Table 
4). 

Because of the small number of speci- 
mens used and because of the variation 


revealed in the range of weight required 


to fracture the various specimens, o1:ly 
the three specimens processed at the 
same time were considered for this final 
analysis. No attempt to compare the re- 
sults of one series of three to another se- 
ries was made. In this way it was felt that 
variables introduced during preparation 
of the specimens would be further re- 
duced. 

The | statistical 
analysis of variance for repeated mcea- 
surements of the same specimen to 
determine the significance of variation 
among treatments and among specimens 
and the Newman-Keuls Sequential 
Range Test to determine the significance 
of differences among treatment means. 

The stainless steel lingual bar was 
than both the 


tests used were an 


significantly 
stainless steel mesh and the unreinforced 
blank. In both cases the differences were 
statistically significant beyond the | per 
cent level of confidence. The difference 
between the stainless steel mesh and the 
unreinforced blank was not statistically 
significant. The difference in strength 
from one specimen to another where the 
results for the three conditions were 
pooled was statistically significant at the 
5 per cent level of confidence. Another 
evidence of superiority of the lingual 
bar reinforcement was that in 17 of the 
18 specimens the bar was the strongest of 
the three treatments. 

The .040 stainless steel wire was sig- 
nificantly stronger than both the braided 
wire reinforcer and the unreinforced 
blank. In both cases the differences were 
Statistically significant beyond the | per 
cent level of confidence. The difference 
between the plain blank and the braided 
wire reinforced blank was not statistical- 
ly significant. The difference among 
specimens was significant at the 1 per 
cent level of confidence. In nine of the 
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ten specimens, the .040 stainless steel 
wire was the strongest of the three. 
DIscussION 

Of the four strengtheners _ tested, 
only two, the lingual bar and the stain- 
less steel wire increased the transverse 
strength enough to be statistically sig- 
nificant. The clinical application of this 
would seem to be that the 12 per cent 
to 18 per cent increase in strength im- 
parted to the material may justify the 
routine inclusion of certain strengthen- 
ers in acrylic space maintainers. How- 
ever, there are many other factors, such 
as processing strains and polymerization 
shrinkage, thermal contraction, ductility 
and tensile strength which are involved 
in the ultimate strength of the finished 
denture, as evidenced by the variation 
among untreated specimens. It should 
also be pointed out that perhaps the 
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increase in transverse strength shown 
here may not be of sufficient magnitude 
to produce results during a clinical trial. 


SUMMARY 

The investigation was concerned with 
the effects of four commonly used _ re- 
inforcements. A standardized test was 
designed to conform as near as possible 
to the A.D.A. Specification No. 12 for 
denture base resin in order to evaluate 
the load required to fracture various 
specimens. 
(stainless 
plate 
strengthener) tested showed no signifi- 
cant increase in the tranverse strength 
of the acrylic resin employed. However, 
the other two strengtheners (stainless 
steel lingual bar and .040 stainless steel 
wire) did significantly increase the trans- 
verse strength of the material. The ap- 


Two of the reinforcements 


steel mesh and_ braided wire 


ANALYSIS OF VARIANCE 


Plain—S.S. Lingual Bar—S.S. Mesh 


Source of Degrees of Sum 
Variation Freedom Square 
lreatments (T) 2 470 
Specimens (S) 7 125 
rxs 34 102 
Total 53 697 


Per cent 


ANALYSIS OF VARIANCE 


Plain—Braided Wire—.040 S.S. Wire 


Source of Degrees of Sum 
Variation Freedom Square 
Treatments (T) 2 134 
Specimens (S) 9 221 
Bx S 18 85 
Total 29 440 


Mean Level of 
Square F Significance 
235.00 78.33 l 

7.35 2.45 5 

3.00 

Per cent 

Mean Level of 
Square F Significance 
67.00 14.19 l 
24.56 5.20 l 


Ko 


ole 





168 JOURNAL OF DENTISTRY FOR CHILDREN 
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enhance the transverse strength of acryl- — 3, 
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Report of Three Patients Experiencing Juvenile 


Periodontosis and Early Loss of Teeth* 


ROLAND R. HAwEs, D.M.D., B.S., M.S.** 


PATIENT No. | 
Present Illness 


INDA K. was first seen at the East- 
L man Dental Dispensary during the 
summer of 1951 when she was 314 vears 
old. Ectodermal dysplasia with oligodon- 
tia were noted along with extensive cari- 
ous lesions. Linda was seen next in Feb- 
ruary 1958 as one of a group of allergic 
patients who were referred by their phy- 
sician tor oral evaluation. At that time, 
both a history and an examination were 


completed. 
Past History 


Developmental Survey: Linda was de- 
livered without incident on December 
23, 1947, at the end of a normal preg- 
nancy. Her mother was 35 years of age. 
Early in infancy, an eczematoid rash 
prompted the diagnosis of allergy. A 
search for allergens, begun then, has con- 
tinued to the present time with occasion- 
al new findings. Linda now is known to 
be allergic to many materials and her al- 
lergic manifestations include asthma as 
well as dermatitis. Ectodermal dysplasia 
was noted by the sixth month. 

Growth and Development: Linda 
grew steadily, if slowly, during infancy 
and childhood. The part that her illness 
mav have had in determining her slight 
physique is not known. At one time, 


*Submitted to The American Academy of 
Pedodontics, New York City, September 8, 1959. 
** Head of Clinics, Eastman Dental Dispen- 


sarv, Rochester, New York. 
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Linda was regarded as “slow”; however, 
this opinion was withdrawn as she grew 
older and her loss of hearing was _par- 
tially corrected. The dysfunction of her 
eighth nerve was stated to be congenital 
and her loss of hearing was rated as high 
as 80 per cent. It affected the middle fre- 
quencies which are common in speech; 
consequently, Linda’s speech was im- 
paired. No functional disorder of the or- 
gans of speech was demonstrated. Lin- 
da’s physical, mental and emotional! 
growth were adequate in spite of het 
disabilities. She desired to look her best 
and managed a manner of composure 
and friendliness which was very agree- 
able. Her composure was inadequate to 
cope with the stress of a dental appoint- 
ment, however, and she experienced se- 
vere anxiety on such occasions. 

Medical Survey: The only common 
childhood disease had been a mild at- 
tack of measles at the age of eight years. 
Apart from her severe allergies, loss of 
hearing and ectodermal dysplasia, there 
were no other known illnesses or anom- 
alies. The mother stated that Linda’s 
hair was thicker than formerly and that 
she seemed to sweat more. Her skin was 
dry and showed two types of nodular 
elevations. On the extremities, there 
were firm erythematous, fixed pea-sized 
nodules and over her neck, head and 
parts of her face, there was a widespread 
keratosis pilaris. Her fingernails were 
doubly convex and the ends of her fin- 
gers showed clubbing (so called hippo- 
cratic fingers, which was attributed to 
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the pulmonary embarrassment encoun- 
tered during her frequent asthmatic at- 
tacks. 

Linda had been treated with a wide 
variety of external and internal medi- 
cations. At the time of writing, she ap- 
peared to be helped the most by antihis- 


tamines, corticosteroids, mild weather 


and not too frequent bathing. 

Family Survey: Both parents were liv- 
ing and well as was a 14-year-old broth- 
er. There were no significant illnesses 
or anomalies in the rest of the family. 

Oral and Dental Findings: In 1951, 
when she was 314 years old, Linda was 
known to have ectodermal dysplasia and 
oligodontia. There was no record of ob- 
servations of oral muscosa, gingiva or 
skin. Radiographs of the mandibular 
molars obtained at that time were of 


poor quality and of little predictive value. 


In 1958 when Linda was seen again, 
dramatic departures from the normal 
were evident in the skin and gingival 
tissues. There was an ulcerated thicken- 
ing of the gingival margins, marked re- 
cession and extremely deep pockets 
about all teeth. Mrs. K. pointed out that 
her dentist had observed Linda from 
time to time and that it was from him 
that she first learned of the dental con- 
dition. 

Linda had a normal number of pri- 
mary teeth which erupted within nor- 
mal times, chronologically, but which 
rapidly became carious. The first perma- 
nent molars, which erupted at six years 
of age, required restoration within a few 
months. The only other permanent 
teeth were the maxillary central incisors 
and cuspids and the mandibular cus- 
pids. The middle lobes of the maxillary 
incisors appeared to have formed at 
right angles to their normal positions 
and a defect at the point of union of all 


three lobes had become carious and was 
restored. The deformity of the mandibu- 
lar cuspids rendered them sharply con- 
stricted and “needle-like,” in appear- 
ance. The roots of all teeth appeared 
short and blunt and were surrounded in 
most instances, by a thickened periodon- 
tal space. The lamina dura were varia- 
ble, being very dense in some areas and 
disappearing or blending with the al- 
veolar bone in others. There was ex- 
treme mobility of the lower primary in- 
cisors which had undergone little or no 
root resorption. The permanent molars 
were slightly mobile. Linda had not com- 
plained of pain, but mastication was 
unsatisfactory. Occlusion was difficult to 
evaluate because of the loss of teeth; 
however, her face was not grossly dis- 
torted.by what appeared to be a reduced 
vertical dimension. There was no clear 
evidence of occlusal trauma, bruxism or 
other injurious habits. During her fre- 
quent asthmatic periods, she breathed 
principally through her mouth. 

Cephalometric radiographs begun in 
1958 had not yielded any useful infor- 
mation at the time of writing. 

Attempts to improve the oral condi- 
tion through conservative periodontal 
care and oral hygiene met with little suc- 
cess. Linda’s mouth appeared cleaner 
and decalcification of gingival areas of 
the teeth appeared to stop, but that was 
the extent of improvement. 

Surveys of Linda’s diet by her pedia- 
trician and the Clinic failed to disclose 
a dietary deficiency. Therapeutic admin- 
istration of vitamins A, B-complex and 
C had been undertaken singly and in 
combination without improvement be- 
fore Linda came to our attention. 

On November 12, 1958, the primary 
mandibular left central incisor was re- 
moved along with a bit of tissue for his- 
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tological examination. Subsequently, 
Linda’s dental care was completed by 
the insertion of maxillary and mandibu- 
lar partial dentures of acrylic and 
wrought wire. The dentures have been 
worn constantly. They appeared to func- 
tion well and, except for two adjust- 
ments to relieve pressure over the in- 
cisive foramen, have been tolerated well 
by the tissues. 

Report of Biopsy: Examinations of 
the specimens of soft tissue were com- 
pleted at the Armed Forces Institute of 
Pathology by J. L. Bernier and at the 
Dental School of the University of Min- 
nesota by Robert J. Gorlin. The re- 
ports concur with the clinical observa- 
tions that the specimens were not sig- 
nificantly different from others of perio- 
dontal disease. There was some epithe- 
lial dysplasia as well as proliferation and 
a mild chronic inflammation of the con- 
nective tissue. The small piece of bone 
included was not remarkable. 

There was no evidence of occlusal 
trauma, bruxism or other injurious hab- 
its. Examination by H. A. Zander and 
the investigator of decalcified serial den- 
tal sections revealed that little, if any, 
secondary cementum had been deposited 
on this primary incisor which had been 
in place for four years longer than nor- 
mal. There were several areas of re- 
sorbed cementum which had been filled 
with calculus. Thin layers of calculus 
could be demonstrated on the cementum 
throughout the depth of the pocket 
down to the apex of the root. There 
were numerous areas of interglobular 
dentin throughout the root. The pulp, 
which was severely injured at the apex, 
contained a densely fibrosed layer, just 
above this damage, that separated it 
from the remaining normal pulpal tis- 
sue coronally. The condition of the sur- 


face of the root was similar to that found 
accompanying severe periodontal disease 
in adults, except that the cementum was 
thin throughout. 

Linda K., thus, presented a syndrome 
of severe anhidrotic ectodermal dyspla- 
sia, allergy and severe periodontal dis- 
ease not inconsistent with a diagnosis of 
periodontosis and secondary inflamma- 
tion. 

PATIENTS Nos, 2 AND 3 


Present Illness 


Michael D., age three years, and _ his 
sister, Ann Marie, age six years, were 
referred by their pediatrician for oral 
evaluation because of premature shed- 
ding of their primary teeth. The chil- 
dren first were examined in October 
1958. 


Past History 


Developmental Survey: Both children 
were delivered spontaneously at the end 
of normal pregnancies. The mother was 
in her twenties at the time of both 
births. Both children have developed 
normally except for the appearance of 
erythema and painful cracking of their 
palms and soles at about 12 months. 

Growth and Development: Both chil- 
dren were well within the normal limits 
of weights and heights for their ages. 
They both were alert, active, responsive 
children of apparently better than aver- 
age intelligence. 

Medical Survey: Both Michael and 
Ann Marie had been remarkably free 
from childhood disease. There was no 
history or evidence of allergy. There had 
been no illnesses or anomalies except 
those of the skin, periodontium and 
teeth. Both children showed similar der- 
mal changes which included hyperker- 
atinization of soles and palms as well as 
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knees and elbows, all of which, it should 
be pointed out, are weight-bearing areas 
of the body. There was also some des- 
quamation from their eyelids, cheeks 
and labial commissures. Hair, nails, hear- 
ing, vision, sweat and sebaceous glands 
were normal in both children, in fact, 
they both had thick hair. They had dark 
body-hair widely distributed. They were 
not discomforted by warm weather, but 
did have profuse nightsweats regularly. 
They often went barefoot at home even 
in cold weather because of burning sen- 
sations in their feet. An extensive num- 
ber of medications had been used for 
these children without altering their dis- 
ease. There seemed to be a slight im- 
provement and the children were more 
comfortable recently in the summer. No 
medications were being used at the ume 
of examination. 

Extensive evaluations of the blood 
and urine had been made repeatedly for 
both children and always had been well 
within the normal limits of findings. At 
the time of the current examination, 
blood-glucose, total protein, calcium, 
phosphorus and alkaline phosphatase, 
and urinary mercury were found to be 
normal. Radiographic surveys of the 
long bones one vear earlier had revealed 
nothing. 

Family Survey: Both parents were liv- 
ing and well and except for the condi- 
tion that the mother described as hei 
own “dry skin,” they both had normal 
skins, intact dentitions and the unpre- 
tentious beginning of periodontal dis- 
ease found in the average voung adult. 
The only other child was an 814-vear- 
old brother who was overweight, but 
otherwise in good health with a non- 
carious dentition and healthy periodon- 
tal structures. His occlusion was nor- 
mal. It may be significant that the par- 


ents of these children were first cousins. 

Oral and Dental Findings: By the 
time each child was two years old, oral 
changes had advanced to the point at 
which a lower incisor had been exfoli- 
ated. From that time, the primary teeth 
continued to be shed until at the age of 
314 years, Michael had only four pri- 
mary cuspids and four primary second 
molars remaining. All of these teeth 
showed marginal gingival enlargement 
and ulceration and deep pockets which 
had preceded the loss of the other teeth. 
In both children, the first tooth was 
lost either just before or just after a 
time when the mouth was very sore and 
the teeth were coated with “pus.” There 
was considerable nervousness and agita- 
tion at that time and the children were 
found to adopt unusual postures in 
bed, for example, head down between 
their spread legs. 

Ann Marie already, at the age of six 
vears, had erupted her first permanent 
molars and all of her permanent incisors 
and her mandibular cuspids were partial- 
ly erupted. The gingival tissues were en- 
larged, edematous and ulcerated. Ex- 
tremely deep pockets encircled all teeth 
including those in the process of erup- 
tion. The mandibular incisors were very 
mobile. There were wide diastemata sep- 
arating the incisors, some of which were 
tipped. Loss of bone similar to that ex- 
pected with an infra-bony pocket was 
most pronounced about the incisors. ‘The 
periodontal space was somewhat thick- 
ened about the erupted teeth, which ap- 
peared to be well formed and were of 
normal size; indeed root formation of 
the incisors and molars was advanced. 
There was no evidence of oligondontia. 
Ann Marie's first permanent molars had 
become carious, had been restored and 
then had developed new caries. 
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i here was no evidence of occlusal 
trauma, bruxism or other injurious hab- 
its. On November 12, 1958, Michael's 
mandibular right primary lateral incisor 
was removed along with a bit of tissue 
for histological examination. A specimen 
of soft tissue also was examined to- 
gether with that from Linda K., by Col. 
Bernier and Dr. Gorlin. The findings es- 
sentially were the same as for Linda K., 
but there appeared to be a somewhat 
thicker epithelial layer of cells. There 
was no unusual keratinization. 

Serial sections of the decalcified tooth 
showed that considerable resorption of 
cementum and dentin had occurred in 
the apical third of this young primary 
incisor. Some areas of resorption had 
been repaired by deposition of cemen- 
tum while others were covered with thin 
lavers of calculus which was found on 
the cementum down to the apex of the 
root. Little resorptive damage was ev- 
ident in the gingival area where the 
radicular surface showed layers of sec- 
ondary cementum which was covered in 
places by thin layers of calculus. The 
pulp was similar to that of Linda K. and 
showed a damaged apical area separated 
bv a fibrosed region from the more nor- 
mal pulpal tissue coronally. 

In July 1959, after a slight regression 
of inflammatory changes which apparent- 
ly had been produced by brushing, a 
gingivectomy was performed around Ann 
Marie’s maxillary incisors. Direct exam- 
ination of bone and cementum at that 
time showed extensive destruction of 
bone and replacement by a dense con- 
nective tissue. The cementum exhibited 
a glassy smooth hard surface. Histolog- 
ical examination of the tissue from the 
revealed a 


gingivectomy non-specific 


chronic inflammation. Healing following 


the gingivectomy was uneventful and the 


tissues were slowly returning to their 
former state of chronic inflammation. 


DISCUSSION 


The three histories presented illustrate 
two widely different diseases of the skin 
with the simultaneous occurrence of 
periodontal disease leading to the loss of 
primary and permanent teeth. 

Ectodermal dysplasia, as in patient 
No. 1, with its well-known oral stigmata 
which were so well catalogued by 
Young?” may affect any of several com- 
binations of the ectodermally derived 
structures. These changes may, in turn, 
alter structures and organs of which the 
ectoderm is a part. The periodontium 
ought to be included in any listing of 
structures which may be so affected since 
it contains tissue of ectodermal origin. 
However, as with several of the other 
stigmata of ectodermal dysplasia, the 
periodontal changes are not indispen- 
sable features of the syndrome. 

The skin and oral lesions of patients 
Nos. 2 and 3 are similar to those report- 
ed by Woods and Wallace,4? Rosenthal*°® 
and Dekker and Jansen,!° therefore, a 
diagnosis of hyperkeratosis palmo-plan- 
taris accompanied by periodontosis has 
been assigned. The differential diagnosis 
of hyperkeratosis must consider such 
conditions as Meleda’s disease,*> A dys- 
keratosis congenita,? sclerodermoform 
keratosis,2_ eosinophilic | granuloma,!® 
pachonychia congenita!? and the hypo- 
phosphotasemias described by Illing- 
worth?! and Sobel;** however, in the lat- 
ter patients, resorption of primary teeth 
had begun. The description by Harndt!® 
of a syndrome of periodontosis, blue dis- 
coloration of soles and palms, erythrede- 
ma and polyneuropathy seems closely 
akin to another of the skin affectations, 


acrodynia or pink disease, which has 
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been described many times. Included 
among these descriptions are those of 
Anderson! and Bivings.* The excellent 
review by Cheek® related acrodynia to 
diseases of electrolyte-depletion. Wil- 
liams, et al.,4! also subscribed to the 
electrolytic theory of etiology of acro- 
dynia. Debre and Nevot,® in 1939, point- 
ed out the similarity of ergotism, acro- 
dynia and pellagra. Holzel and James”? 
enumerated several weaknesses in the 
mercurial etiology of acrodynia, where- 
as Fischer and Hodes!* offered the lim- 
ited evidence of one patient to support 
it. Silverman and Cassady’? have de- 
scribed follow-up oral findings in acro- 
dynia similar to those described by De- 
bre and Cleret.. Warkany and Hub- 
bard*®: 4° who have reported the most re- 
cent American experience with this con- 


dition, accept mercurial poisoning as its- 


cause and have come to the conclusion 
that “In spite of the diagnostic uncer- 
tainties, the syndrome is well established 
as a disease entity.” Van Creveld and 
Paulsen®® also have described the con- 
dition. 

It is not at all clear from the literature 
that all instances of acrodynia are iden- 
tical and there are many interpretations 
of the importance of factors associated 
with its etiology. It is an understate- 
ment of the situation to say that there 
is no agreement on which findings in 
blood or urine represent causes and 
which represent effects of the disease. It 
would not be surprising then, in view 
of the “diagnostic uncertainties” just 
mentioned, if some instances of hyper- 
keratosis or neurotrophic dermatitis were 
to be labelled acrodynia. In fact, patients 
Nos. 2 
periencing acrodynia by at least one pe- 


and 3 still are diagnosed as ex- 


diatrician. 
There are, in addition, a number of 
conditions which 


other dermatologic 
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bear some similarity both to hyperkera- 
tosis and acrodynia. In the first place, 
as Findlay pointed out,!* the term hyper- 
keratosis comprises a variety of processes 
and, he added, “as a general confession 
of ignorance it is said that there is an 
individual tendency to develop corns 
and calluses, but apart from this, the 
one recognized etiological factor is pres- 
sure.” Rothman?! also reviewed the sub- 
ject of pressure and keratinization and 
came to the same conclusion to which he 
added data on the effect of estrogens 
and vitamin A which mediate hyper- 
keratinization. Of considerable interest 
is his reference to a report that a defi- 
ciency of pyridoxine can produce acro- 
dynia in rats; he also described an acan- 
thosis caused by a deficiency of zinc. 

In other sections of his outstanding 
publication, Findlay!* described buccal 
leukoplakia, the keratoderms of Unna 
and Thost and acrokerstosis verrucifor- 
mis and included the thought that “the 
only practical conclusion to be drawn is 
that the most striking process must give 
its name to the patient's disease, though 
this may have to be changed as the man- 
ifestations change.” 

Mitchell-Heggs** discussed the heat- 
regulatory function of the skin of the 
limbs and attempted to relate it to the 
hyperhidrosis of patients with hyper- 
keratosis. He pointed out the acral signs 
of the early onset of circulatory disorders 
and related these signs to the erythe- 
ma which precedes hyperkeratinization. 
Stratton*+ has divided keratoses into a 
symptomatic form produced by arsenic 
which he distinguished from the essential 
forms, i.c., keratoderma punctata (Hal- 
lopeau) and keratoderma palmaris ect 
plantaris. 

The literature on periodontosis is as 
confused as that on acrodynia and hyper- 
keratosis and largely for the same lack 
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of clearly presented criteria for the use 
of the appellation. The term has several 
meanings and one learns what some in- 
vestigators have accepted it to mean only 
after laborious examination of the litera- 
ture. An example is to be found in the 
patient described by Mueller and Rony?® 
and Mueller*® which has been termed by 
some as an instance of a periodontosis 
although the principal lesion was a rapid 
widespread resorption of the root. An- 
other example of changing definitions in 
terms of changing science is suggested by 
the Japanese instances of periodontitis 
in acatalasemia discussed by Englander."! 
If the patients had been ill before a 
test for catalase had been developed, 
their illness might have been called can- 
crum oris or noma. Little information 
can be listed by confining one’s efforts 
to articles written since 1950 when a 
semblance of consistency began to ap- 
pear in the English literature. 

The periodontal disease described in 
all three of the patients reported, is in 
no way significantly different from that 
described in adults by Karshan, Tenen- 
baum and Beube?? and Tenebaum. 
et al.,8° and, as Robinson*® has pointed 
out, “There are no typical pictures of 
children with periodontosis associated 
with different svstemic factors. Whether 
the cause is diabetes, hypothyroidism. 
vitamin deficiency, Hodgkin’s disease, dis- 
turbance of the gonadotropic hormones 
or a genetic factor, the bony changes are 





the same in all periodontosis.”” Glickman 
offers substantially the same opinion'® 
when he states that “The concept is 
untenable that there is a systemic type 
of periodontal disease that invariably 
presents certain clinical features without 
which a diagnosis of periodontosis can- 
not be made.” 

Phe patient described by Cawson® ex- 


hibited oral lesions apparently identical 


with those of the reported patients Nos. 
2 and 3, but with no evidence of skin or 
systemic disease and the description tends 
to substantiate the opinion expressed by 
Glickman and Robinson. 

Periodontosis has been defined as a 
periodontal disease which exhibits “de- 
generative changes in periodontal mem- 
branes, loss of alveolar bone, spontane- 
ous wanderings, late pocket formation 
and. inflammation absent until after 
pocket formation.’’*8 

This definition appears to have re- 
sulted from the usual compromise of dif 
ferences of opinion such as those cited 
by Zappler in 1948** who noted Box’s 
labelling of the condition as an inflam- 
matory pericementitis fibrosa while Or- 
ban and Weinmann?’ designated it as a 
degenerative non-inflammatory _ state. 
Gottlieb,48 who was one of the earliest 
writers on the condition, thought it to 
be non-inflammatory cementopathia, 
whereas Thoma and Goldman** pointed 
out the importance of cellular or vas- 


cular resorption of bone. 
CONCLUSIONS 


Out of the preceding “potpourri” of 
opinions and facts, it seems possible to 
extract a few acceptable conclusions: 

1. The first is that one is not justified 
in explaining what is not understood in 
one condition in terms of what is not 
known in another, and hence, cannot 
state that hyperkeratosis or ectodermal 
dysplasia produce periodontosis simply 
because they occur simultaneously. 

2. The second conclusion is that in 
both skin and periodontium, many dif- 
ferent factors can be found to produce a 
characteristic change which does not 
necessarily begin and end always in the 
same tissue. Each structure seems to pos- 
sess its Own scope of reaction, since as 


Robinson pointed out, “the bony 
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changes are the same in all periodon- 
tosis.” Bony changes, of course, are not 
the primary and only changes which de- 
velop. 

3. The third and last conclusion which 
seems justifiable is that while no dis- 


tinct “systemic form” of periodontosis 
has been proved, neither has it been 
proved that all periodontosis is caused 


by purely local factors. 
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Do Fractured Incisors Migrate? 


H. Bercer, D.M.D., TEL-Aviv (ISRAEL) 


I I is obvious that protruding incisors 
are more prone to injury than nor- 

positioned (1959) 
fractures occurred twice as 


mally ones. Lewis 
showed that 
frequently in children with protruding 
teeth (26 per cent) than in those with 
normal teeth (12 per cent). This study 
suggests that an inverse relationship can 
also exist, i.e. that a normally positioned 
incisor may move into a protruded posi- 
tion after the crown has been fractured. 
Iwo cases were seen in which the par- 
ents stated positively that the fractured 
tooth had been in normal position. be- 


Figure | (Top) Model showing protrusion of 


the upper left central incisor after the incisal 
(Middle) Model showing 


closure of space after the upper right incisor 


third was fractured. 


was extracted. (Lower) Model showing closure 


of space after loss of both upper central incisors. 





fore the accident and had moved into 
its present protruded position only afte 
the accident (Fig. 1A). 

There is no doubt that the position of 
the upper incisors is influenced by the 
action of the perioral musculature—¢s- 
pecially the lower lip. Figure 2 attempts 
to analyze the changes in the muscula 
environment when part of the incisor 
crown is lost. When the incisal third of 
the crown is fractured off, the pressure 
of the lower lip against the tooth ceases. 
The lingual forces are then unopposed, 
with the result that the tooth is liable 
to be pushed labially. 

Another factor now enters the picture. 
Once the proximal contacts are broken, 
the tendency towards labial protrusion is 
aggravated by the mesial drifting of the 
adjacent teeth. The strong tendency to 
close the space after the loss of a_per- 
manent incisor is well known and _ il- 
lustrated in Figure 1B. This tendency 
towards mesial drift by adjacent teeth 
should also operate when the incisor is 
pushed out of the contact line. After 
fracture of the crown, the protruding 
incisor is displaced even further towards 
the labial because the restraining in 
fluence of the lower lip is lost (Fig. 2). 

Although — the 
above is logical, the author cannot docu 


discussion — presented 
ment this hypothesis with models taken 
before or soon after tooth fracture, and 
then later after labial drifting. The pur- 
pose of this discussion is to call attention 
to the possibility that upper incisors may 
become protruded after the incisal third 
has been fractured. It is urged that px 
dodontists review their records and cur- 
rent patients to test this hypothesis. If 
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FicuRE 2. Diagram showing incisors in_ bal- 
anced position between the labial and lingual 


muscle mass. If the incisal third of the upper 


incisor (striated) is lost, the restraining action 


of the lower lip is lost. ‘The lingual forces are 


then unopposed and the tooth drifts labially. 


it is shown that fractured incisors do in 
fact tend to migrate labially, then steps 
should be taken to prevent this by re 
storing the tooth to its full anatomical 
form immediately. If this cannot be done 


for endodontic reasons, a retainer of the 


Hawley type might be worn at night 
until the tooth can be restored. 


SUMMARY AND CONCLUSION 


An hypothesis is presented that when 
the incisal portion of the crown is frac- 
tured off from upper incisors, these teeth 
may drift labially and become protruded 
(Fig. 1). This may be due to the loss 
of the labial pressure normally exerted 
by the lower lip against the tooth, allow- 
ing the lingual pressure to act on the 
tooth unopposed. Once the contact line 
has been broken, the tooth may become 
further protruded by the mesial drifting 
of the adjacent teeth. Pedodontists are 
asked to examine this hypothesis. If it 
is correct, preventive measures should be 
instituted much earlier than is done at 
present, to prevent such protrusion. 

69 Rothschild Blvd. 
Tel-Aviv, Israel 
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Report of Special Committee on 


Finances of A.S.D.C. 


There has been, during the past two years, an increasing need for more income into 
the treasury of the American Society of Dentistry for Children. The President has 
appointed this committee to study some of the reasons for this need as it exists in our 
organization at the present time. 

It should be obvious that since every other cost in the United States has gone up 
during the past ten years that the cost for running an organization as large as ours 
would also have increased. Since the ten-cent hamburger is now thirty cents, it stands 
to reason that a $5.00 national dues for our organization is also out of line at the 
present time. 

In going over the many reasons for the need of increasing dues, this committee 
lists the following for your perusal: 

1. The Executive Secretary of A.S.D.C. has filled a position which we now realize 
was vitally needed for many years. He is doing an excellent job at the present time, 
but at each annual meeting, we find that his duties seem to increase every month. We 
need to expand the Executive Secretary’s office, bringing in a full-time employee to 
help him with his job in order to service the membership properly and to satisfy the 
demands of the members and unit officers for increasingly more services. It is quite 
clear in the minds of this committee that we are eventually going to need a full-time 
executive secretary with at least part-time help. 

2. The increased activities of some of our committees has placed a burden upon 
the treasury of A.S.D.C. With the expanded work of the Membership Committee, 
the State Units Committee, and the suggested activities of many other committees, 
costs have risen. The only possible way for a committee to properly carry out its 
duties is to be properly financed. 

3. We feel that our JouRNAL is the finest publication of its kind in the world. But 
as the JOURNAL increases in its potential, there is also an increase in cost of printing 
and, with each increase in the number of pages and illustrations, this cost skyrockets. 

4. Because of the overall cost of hotels, luncheons, etc. and the need to provide 
excellent speakers for our Annual Meeting, the cost for this program has also increased. 
It has become increasingly obvious to all members of annual meeting committees that 
without proper financing, the Annual Meeting can of course be a failure. The fact 
that there are only a few cities throughout the United States that can handle the 
\nnual Meeting, makes it a burden upon certain specific state Units with which these 
cities are closely associated. The committee feels this it is unfair for annual meeting 
committees in these specific state Units to have to struggle with finances which should 
be handled with a little more funds from the National organization. 

5. Dentistry has grown in the past few years in the field of public relations. It is 
obvious that our organization must enter the public relations field with programs 
designed to improve dentistry for children. If we hope to do a job of informing the 
lay people of the United States of the importance of dentistry for children, we are 
going to have to spend more funds for this program. 

The committee feels that the aforementioned problems are reason enough to call 
for an increase in the National dues. We are leaving the exact amount up to our 
members, but we are all of a firm opinion that something must be done to increase 
our potential, 

Respectfully submitted, 

ALBERT L. ANDERSON, Chairman 
ALFRED E. SEYLER 

Janes H. StIMMoNs 


180 








I 
t 
I 


nit News 


Congratulations to Kansas and Mississippi 
These new State Units will receive their charters 
at the National meeting. 

lre you all making plans??? 

Student membership skyrockets in) Nebraska! 

Next deadline date ... OCTOBER 25. 

Tiny Konikow 





CANADIAN SOCIETY OF DENTISTRY neth A. Easlick of Ann Arbor, as main 

FoR CHILDREN essayist, Dr. Guy Poyton, Department 
of Radiology, University of ‘Toronto, 
Dr. Dave Mitchell, ‘Voronto, orthodon- 
tist, and Dr. Jos. Muhler, University of 


Over 150 delegates, most of whom 
were accompanied by their wives, at- 


tended the 10th annual meeting of the 
; Seat ; ne, Indiana. 
Canadian Society of Dentistry for Chil- ; : 
: : ; a Following breakfast, the delegates 
dren in London, Ontario on May 13. ; 
é : crowded the lounge which was set up 
The Carousel Motel was the locale for s Sie sie ; 
: : : : ; for 7 table clinics. Four of these were 
this meeting which included Dr. Ken- 





Fable Clinician—Tiny Konikow, Royal Oak, Fable Clinician—Richard Corpron, Ann Ar- 
Mich bor, Mich. 
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Left to Right: Dr. Alex Scrutton, London, Chairman, Table Clinics; Dr. Guy Poyton, University 


of Toronto, Clinician; Dr. Don Anderson, Past-President, C.S.D.C.; Dr. Kenneth Easlick, Ann Ar 
bor, Main Fssayist; Dr. Peter Currie, London, Pres., C.S.D.C. 





wer -& ~ > ote . 
Mrs. David Way, London, has the steady hand with, from the left, Mrs. Peter Currie, Lon 
don, Mrs. Don Anderson, Toronto and Mrs. Wm. Burgman, Galt, Ontario looking very pleased 


with the service. 
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Table Clinician—Pierce McLean, Grosse 
Pointe, Mich. 


provided by the Michigan Unit ol 
ASDC with Drs. “Tiny” Konikow, Pierce 
McLean, Walter Niemann and Richard 
Corpron participating. ‘These men did a 
fine job and contributed greatly to the 
cooperative spirit’ prevailing between 
the American and Canadian Societies. 
Dr. Chas. Okun of ‘Voronto, Dr. Jim 
Millar, London, and Mrs. Phyllis Mc- 
Lay, London, completed the table clinic 
group. 

A reception was held Friday evening 
for the early arrivals and a cocktail hour 
on Saturday evening closed the session. 
The Ladies’ program was arranged by 
the Ladies Auxiliary of the London and 


District Dental Society and included a 





lable Clinician—Vim Miller, London, On- 
tario. 


tour of the city with luncheon at Hook’s 
Restaurant. 


SOUTHERN CALIFORNIA 


Greetings from Mode R. Perry, gen- 
eral chairman of the 1960 Annual Con- 
vention of ASDC, who assures us that 
everything is being done by the Host 
Unit to give us a real “bang-up” time in 
October. If you have not made your 
reservations, do so at once by sending 
in your application to ADA, Box 5440, 
Chicago, Ilinois. 

Executive Secretary Lorraine Duncan 
notified us that on May 23, 1960, the 
following officers for Southern Cal had 


been elected: 


President Mario Fusco, Los Angeles 


President-Elect John R. Kennedy, Reseda 
Vice-President John L. Rhatigan, Arcadia 


Sec.- Treas. . Richard W. Hallberg, Los Angeles 
NORTHERN CALIFORNIA 


From new reporter Bernie Dietz: 
Although the year 1960 is half over, 
it gives me pleasure to introduce to you 
our officers for this year. 
Francis Bushnell 
Lynn M. Rudee 
Claude P. Warden 
Lee Winters 


President 
President-elect 
Vice-President 
Secretary- Treasurer 

The California unit is happy to an- 
nounce that the 5th Annual Pedodontic 
Seminar will be held at Squaw Valley 
Lodge in the high Sierras. 

The dates: September 15-18, 1960. 
The program will be presented by: 
jehn ‘Locchini—General Anesthesia and Op- 
erative Dentistry 
Donald Zimmerman—Practical Pharmacology 

I. I. Beechen > 
Charles Sweet, Jr. Interceptive Orthodontics 
Barry Rudine 


Our President is anxious to show that 
we are interested in all the members of 
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ASDC of the California Unit. Members 
of areas several hours away from the Bay 
\rea do not get to attend many meetings 

so the Bay Area members are going to 
them. We are looking forward to such 
a meeting that will be hosted by Sacra- 
mento, The meeting will be in Novem- 
ber. 

Many of our members will be at the 
national meeting in October. We'll look 
for you and let you share your triumphs 
with us. 

FLORIDA 


C. O. Shows of the Florida Unit an- 
nounces that they are sponsoring a Post- 
graduate Seminar on “Practice Adimin- 
istration and Case Presentation” by Dr. 
Francis W. Summers, on December 2-4, 
1960 at the Royal Caribbean Hotel. 
Montego Bay, Jamaica. Registration fee 


for ASDC members is $25.00. For fur- 


ther information write to Dr. Neil G. 

Powell, 1202 Kuhl Ave., Orlando, Fla. 
The newly elected officers of the Flor- 

ida Unit are: 

Gerald Halker 
Charles Fain 


President 
Vice-President 
Secretary- Treasuret Neil Powell 
Members of ASDC who may wish to 
vacation—and learn—in Florida in Jan- 
uary 1961, should read with interest the 
full page announcement of the Florida 
Unit’s Ist Annual Pedodontic Seminar, 
appearing in this issue of our JOURNAL. 


GEORGIA 


From Georgia comes this news from 
Bill Shupert: 

The annual postgraduate seminar will 
be held at the heart of Atlanta Motel, in 
Atlanta, Ga. on Sept. 18-19. 

The principal speaker will be Ralph 
McDonald, chairman of the Dept. of 
Pedodontics, University of Indiana. 

Football tickets for the Georgia Tech- 


Kentucky football game on Saturday 
Sept. 17 will be available to those attend 
ing the seminar. 

Request information or reservations 
from: Dr. Wm. R. Shupert, 1293 Peach 
tree St. N. E., Atlanta 9, Ga. 


HaAwall 


From the Aloha state via Unit Secre 
tary Yokoyama comes this news. Three 
outstanding pedodontists will be arriy 
ing in Honolulu within the next fou 
months to present lectures and a_post- 
graduate course. 

On August 2, 1960, Dr. Louis DeMco 
of Oakland, California will be the guest 
speaker at the quarterly meeting of the 
Hawaii Unit. His topic will be “Modift- 
cations in Pedodontics—Equipment and 
Instruments.” 

Dr. Charles A. Sweet, Sr., superviso! 
of Dental Health Education of the Oak 
land Public schools and visiting pro 
fessor of Pedodontics at the College ol 
Physicians and Surgeons, will present a 
five day postgraduate course on dentis- 
try for children at the University ol 
Hawaii Dental Clinic from August 6 
through 10, 1960. The course will in- 
clude illustrated lectures on child man- 
agement, treatment planning, exposed 
pulps of primary teeth, radiography and 
diagnosis, non-vital primary teeth, cav- 
ity preparation and filling primary teeth. 

The third pedodontist also from Cali- 
fornia is Dr. Francis W. Summers of La 
Canada who will present a paper on 
“Children’s Dentistry” at the Pan-Pacific 
Dental Conference to be held in Hono 
lulu on August 23-27. 


KANSAS 


To the new Unit of Kansas, we sav 
“Welcome to the ranks of ASDC.” 


Their organizational meeting was held 








h 
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Joseph F. Burhet, Sec’y.-Treas., left, and A. Wayne Rose, Pres. receiving letter of recognition for 


the Kansas Unit. 


in Wichita recently and the following 
ofhcers were clected: 

A. Wayne Rose 
Joseph F. Burhet 


President 
Secretarv- Treasurer 


LOUISIANA 


With Victor Marquer of New Orleans 
and President-elect. James Simmons, the 
members-at-large of Louisiana petitioned 
the American Society for Dentistry for 
Children for a state charter, April 29, 
1960. 

Reporter Sansovich states that their 
charter was approved July 18, 1960 and 
they now have 68 members and the fol- 
lowing officers: 


President Edward J. Hannie 
Frank L. Herbert, Jr. 


Vice President N. T. Asprodites 


President-elect 


Secretary- Treasure Lucas C. Sansovich 


The Louisiana Unit and the Loyola 
Dental Alumni committee will co-spon- 
sor a two day postgraduate course on 
Dec. 10-11 at Loyola University, on In- 
terceptive Orthodontics by Dr. Sidney I. 
Kohn, professor of Pedodontics at the 
Fairleigh Dickinson University School of 
Dentistry at Teaneck, New Jersey. Cost 
of the two day course is $50.00 per per- 
son. Send applications to Loyola School 
of Dentistry at New Orleans. 


Congratulations to our newest Unit. 
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MARYLAND 


From H. B. McCauley, new reporter 
of the Marvland Unit comes this news. 
The weather in Atlantic City was either 
too good or too bad to permit more 
than a token attendance at the luncheon 
which was to be the occasion of the 1960 
annual meeting of the Maryland Society 
ol Dentistry for Children on Saturday, 
June 11. It was therefore necessary to 
conduct the business of this meeting on 
July 14 in the customary surroundings 
of the Marvlander in Baltimore. 

It was reported at the meeting that 
the membership was near 200 and in- 
cluded 29 dental students and 13 dental 
assistants. There were no dental hygien- 
ists. For the second time, the Unit rec- 
ognized 


superior accomplishment in 


Dentistry for Children by making an 


award to a senior dental student in the 





University of Maryland. In 1959, 
award plaque went to Francis Simansk\ 
who is now practicing in Bel Ai 
Charles Albert Darby was the winner of 
this year’s award. 
The officers tor the year 1960-1961 are: 
William Schunick 
Allie Skib 
John H. Sharplcy 
Benjamin S$. Crosby, Ji 


President 
President-Elect 
Vice-President 
Secretary- Treasurer 
The program in the current year will 
include continuation of the quarterly 
dinner meetings at the Marylander. It 


Ss 
also planned to further public education 
by again joining the State Dental Asso- 
ciation to present an exhibit at the An- 
nual meeting of the Maryland State 
Teachers Ass'n in October, and to pro- 
mote in every way possible “the advance- 
ment and dissemination of knowledge 
of all phases of Dentistry for Children” 
to the profession and the public. 


Massachusetts Unit Annual Meeting—From left to right: Robert I. Diamond, president; Roy L. 
Lindahl, guest speaker; Louis J. P. Calisti, retiring president and Charles Boyers, past president. 


| 
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M ASSACHUSETTS 


\t the annual meeting of the Mas- 
sachusetts Unit, Dr. Roy L. Lindahl, pro- 
fessor Of pedodontics at the University 
of North Carolina Dental School, was 
the guest speaker. He gave an informa- 
tive talk on the curriculum followed in 
the pedodontic course at the University. 

The results of the annual election ol 
ofhcers are as follows: 

Robert I. Diamond, Boston 
M. H. Gulbrandsen, Wellesley Hills 


Carl G. Cohen, Belmont Center 
Alvin A. Krakow, Brookline 


President 

\.-Pres. 

Secretary 

I reasurer 
MICHIGAN 

Ihe Michigan Society of Dentistry 
will co-sponsor a meeting with the Oak- 
land County Dental Society on ‘Tuesday, 
October 11, 1960 at the Kingsley Inn, 
Bloomfield Hills, Michigan. The Ortho- 
dontic Study Group of London, Ontario 
will present a program for the member- 
ship. More about this later. 

Robert McNab Kerr, Chairman of the 
Board of the Kerr Manufacturing Com- 
pany of Detroit, Michigan, died at his 
home in Detroit on July 27, 1960, at the 
age of 90, after a brief illness. He had 
been associated with the Kerr Company 
since he and his brother founded it as 
the Detroit Dental Manufacturing Com- 
pany in 1891. Through most of that time 
he had been the company President, un- 
til succeeded in that position by his son, 
Robert M. Kerr, Jr., in 1945. 

Born on a farm near Tilbury, Ontario, 
of Scotch-Canadian pioneer stock, Mr. 
Kerr was the youngest son in a family 
of six boys and two girls. He spent his 
boyhood in Ontario. Following the early 
death of his father, and after completing 
his high school education in Canada, he 
moved with his family to Detroit where 
they became United States citizens and 
where he lived since that time. 


From a one-room operation in 1891, 
the Kerr Manufacturing Company in the 
past 69 years has grown to be the largest 
manufacturer of its type in the world. 
It has an enviable reputation for quality 
products, progressive leadership, and 
cooperation with organized dentistry in 
research and improvement of dental ma- 
terials. 

For his personal contribution to den- 
tistry, Mr. Kerr was honored with a cita- 
tion from the Michigan State Dental As- 
sociation at its 100th Anniversary in 
1956. 

The members of the Michigan Unit 
express their sympathy to the survivors 
of Mr. Kerr, who for many years has 
been a staunch advocate of good dentist- 
ry for children and supporter of our ac- 
tivities. 

MINNESOTA 

Bob Boller sent this fine report as his 
“finale”... Ned Brown is the new re- 
porter. ‘The Annual Social meeting was 
held on Mav 17, 1960 at the Calhoun 
Beach Hotel. Over ninety persons at- 
tended. After a short business meeting, 
the following officers were elected: 
President Ray Petersen 
Vice-President E. L. Brown 
Secretary Jerry Ulrich 
Don Hurwitz 


Treasure 


At this meeting 


> 


the membership had 
the pleasure of seeing Bill Jordan’s and 
John Snyder's new 16 mm. color and 
sound movie entitled, “Alice's First Visit 
to the Dentist.” This movie presents 17 
minutes of excellent material, beautiful 
photography and wonderful narration 
emphasizing the child’s visit to the den- 
tist at an early age. The meeting wound 
up with an informative and up-to-the- 
minute talk by the well-known news ana- 
lyst, George Grim. 


The 11th Annual all-day meeting will 
be held at the Mayo Memorial Audito- 
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They are (back row, left to right): Past-president, Rudy Delton; treasurer, Don Hurwitz; im 


mediate past-president, Walt Iverson; secretary, Jerry Ulrich; past-president, Bob Boller; past 


president, Mantred Jacobson; past president Iry Posnick; (front row) vice-president, Ned Brown: 


and president, Ray Petersen. 
rium on the University Campus Sept. 22, 
1960. “Interceptive Orthodontics” will 
be discussed by Dr. Earl Shepherd of St. 
Louis and Dr. Harry Sicher of Chicago 
will speak on “How the Primary Teeth 
Erupt.” 

It appears that our “Golden Gophers’ 
are starting the “soaring sixties’ with 


typical enthusiasm. 
MISSISSIPPI 


A hearty welcome to our newest Unit! 
Bruce Eddy, Unit Secretary, writes thai 
on January 29, 1960 a meeting was held 
for the purpose of organizing the Mis- 
sissippi Unit. Dr. Thos. C. Pyron of the 
pedodontic department of the Univer- 
sity of Tennessee was guest speaker and 
presented an interesting paper on “Ful! 
Coverage Restorations.” 

During the State Dental convention 
another meeting was held to work out 


further details in the organization ol 
the Unit. Both meetings were well at 
tended. The request for a charter as a 
constituent Unit of ASDC was unani 


mously approved by the Executive Coun- 


cil and the charter will be presented at 
the annual meeting in Los Angeles. 
Officers clected to serve for the yea 


are: 

President Chas. G. Blue 

Vice-President Plummer H. Wynn 

Secretary- Treasurer Bruce Eddy 
MONTANA 


The Montana and Idaho Units held 
a very fine joint meeting in Yellowstone 
Park in June with Dr. Bernard Rabino- 
witch as guest clinician. The Montana 
Unit set a record for attendance, having 
39 members at the meeting. 

The following officers were clected: 


President P. M. Feda, Wolf Point 
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Vice-President 


Wayne Thompson, Bozeman 


Sec.- Treas. Fred R. Schwin, Red Lodge 


Dr. P. M. Feda and Dr. Burley Pack- 
wood are delegates to the ASDC conven- 
tion in Los Angeles. 

NEBRASKA 

All Units should take special notice 
of Nebraska’s 
heard that the Nebraska Unit recently 
had a drive for student members and in- 


accomplishment. We 


creased their membership by 64. The 
Unit subsidized one half of each of the 





membership fees—a_ very worthwhile 
project. Nice going, Nebraska! 

Don Stormberg states that the Unit is 
planning a Clinic-Lecture meeting in 
October with members of Beatrice as 
hosts. ‘Table clinics and lectures are be- 
ing arranged, also, a Sunday evening get- 
together and dinner. 


NEW JERSEY 


“Shorty” Gale states the Garden State 
Unit had a most successful meeting in 
conjunction with the New Jersey State 
Dental Society. The guest speaker was 
Dr. Harry Bakwin, prominent pediatri- 
cian of New York City who gave a most 
interesting and informative talk on 
“Child Behavior and the Dentist.” A 
question and answer period followed. 

Mel Bellet of Palisades Park, chair- 
man of the Professional Education Com- 
mittee has made arrangements for the 
Annual Seminar to be held on Wednes- 
day, Nov. 2, 1960 at the Fairleigh Dickin 
son University. Lecturer, Dr. Ralph E 
McDonald, University of Indiana, will 
include in his subjects: Preventive Or- 
thodontic Procedures; Examination and 
Treatment Planning for the Child Pa- 
uient; and Dental Caries. The seminar 
will be held from 9:00 a.m. to 5:00 p.m. 
Fee, including lunch is $25 and enroll- 
ment is limited. 








~ 





Members at large at President's Banquet. 
New MExico 


“Not a great deal of news this time,” 
says I. L. Voda from down Mexico way. 
The New Mexico Unit held a luncheon 
meeting during the Annual convention 
of the New Mexico Dental Association 
on May 16, 1960. Members present num- 
bered twenty-two with sixteen guests at 
the meeting. Six new members have been 
added this year. 

The next meeting will be held on 
August 10 and will be an afternoon 
session on “Root Canal Therapy,” fol- 
lowed by a dinner business meeting. 
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Dr. H. Curtis Hester, Glenn Ridge, N. J., President of the New Jersey Society of Dentistry for 
Children, presenting an honorary membership to New York Pediatrician Dr. Harry Bakwin. 


New YorRK 

Nice to hear from the Metropolitan 
section of the New York Unit through 
Stanley A. Hoch. 

On Thursday, May 5, 1960, the Metro- 
politan section had its final meeting. 
Phe main clinician was Dr. Irving Skol- 
nick who spoke on “Normality of Spac- 
ing in the Human Dentition.” Table 
clinicians were: Dr. Martin Feingold, 
Dr. Walter Schwartz, Dr. Ovid Slavin 
and Dr. Jerome Sorrel. 

New officers for the vear are: 

President Joseph Keller 

Mark Wallach 

Albert Green 
Stanley A. Hoch 


Gerhard Schmelz 


President-Elect 
Vice-President 
Secretary 


Treasurer 


OHIO 

Wm. J. Davenport of the Stark County 
section of the Ohio Unit reports it held 
its quarterly meeting on June 7, 1960 at 
the Onesto Hotel in Canton. 

Dr. Wm. Maddox, faculty member of 
the Ohio State University College of 
Dentistry, Department of Pedodontics, 
who was guest speaker, discussed “Pulp 
Management.” His presentation was well 
received. 

This section plans to assign a research 
project to members and after their find- 
ings, hold discussions. 

OKLAHOMA 

I. J. Guthrie sends this brief bit of 
news: The Unit met for a business mect- 
ing during the Oklahoma State Dental 
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meeting in April. The following officers 

were elected: 

George Coe, Tulsa 

William Rose, Chickasha 
Jim Torsia, Tulsa 


President 
President-Elect 
Secretary- Treasurer 
lentative plans are being made to ar- 
range for a clinician to speak to the 
group in January 1961. 
PENNSYLVANIA 

Nice to hear from Ben Grossman with 
this bit of news of his Unit: The Penn- 
svivania Unit held a highly successful 
mecting with the State Dental Associa- 
tion on June 10, 11 and 12 at Bedford 
Springs, Pa. 

Dr. Wm. Brown, national president oi} 
ASDC, was the principal speaker and 
gave a very fine presentation on ‘“Treat- 
ment of Malocclusions by the General 
Practitioner.” 

Of great interest was the newest effort 
of the Unit in sponsoring essay contests 
in the field of Pedodontics for seniors in 
the three dental schools. The three win- 
ning essayists were treated to a free week- 
end at the Convention. The winners and 
their essays were as follows: 

Dr. Bernard University of 
Pittsburgh, on “Application of Hypnosis 
to Pedodontics”; Dr. Dale Schaeffer. 
Temple University, on “Treatment of 
Thumbsucking Habits”; Dr. Jerald Mil- 
ler, University of Pennsylvania, whose 
subject was “Study of Habits and Oral 
Retarded Pa- 


Cohen, 


Conditions of Mentally 
tients.” 
Officers for the year are as follows: 
Bob Spangler, York 
Ben Grossman, Philadelphia 
Howard Tucker, Pittsburgh 


President 
President-Elect 
Sec.-Treas. 
RHODE ISLAND 

A little news from the littlest State! 
Dick Whelan reports that the following 
were elected as officers at the May meet- 
ing: 


President Herbert J. Underhill, E. Greenwich 
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Bob Spangler, newly elected President hand- 
ing over President’s Plaque to retiring Presi- 


dent Mort Winkler. 


i 


Three Senior Winning Essayists—Bernard Co- 
hen, Dale Schaeffer, Jerald Miller. 


@ e 





Richard J. Whelan, Cranston 
Stuart A. Manchester, Cranston 


Vice-President 
Sec.- Treas. 
‘TENNESSEE 

Good to hear from Tennessee through 
Joe Fuson. Doctor Ralph Ireland, dean 
of the University of Nebraska was the 
featured clinician at the State Dental 
Convention in Memphis. It was the con- 
sensus of all who attended that his lec- 
tures on Dentistry for Children were in- 
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formative and very interesting. ‘Through 
the excellent guidance and leadership of 
President Bob Taylor, the ‘Tennessee 
Unit has had an outstanding year, an in- 
crease in membership and many fine pro- 


erams. 





Left to right: Earl Crumpton, president-elect; 
treasurer; Bob Taylor, president. 


VIRGINIA 
Here is what Charley Vincent writes 
of his Unit: The big news from Virginia 
is the announcement of the 1960 Pedo- 


dontic Workshop which is sponsored by 





Ofhcers for the year are: 


President Earl Crumpton, Knoxville 
President-Elect Carl Holmes, Chattanoova 
Vice-President Harold Burns, Knoxville 


Secretary- Treasurer Scott Dunford, Knoxville 


Ralph Ireland, clinician; Jim McKnight, secretary- 


the Medical College of Virginia and co- 
sponsored by the Virginia Unit. Place is 
Natural Bridge, Virginia, in the Shen- 
andoah Valley on Thursday, Friday and 
Saturday, November 3, 4 and 5. The all- 





Material intended for Unit News should be sent to Tiny Konikow, 500 
S. Washington Ave., Royal Oak, Michigan. Deadline dates: First Quarter, 
January 25; Second Quarter, April 25; Third Quarter, July 25; Fourth 


Quarter, Ox tober 25. 
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inclusive rate of $52 single and $48 
double includes registration fee, tuition, 
two nights lodging and meals beginning 
with dinner on Thursday night through 
Saturday lunch. A special rate for hus- 
band and wife for the meeting is $71.00. 
Speakers will include Dr. Henry M. Wil- 
bur, professor, department of pedodon- 
tics, University of Louisville; Dr. Wm. S. 
Kramer, professor, department of Pedo- 
dontics, University of Nebraska; Dr. 
Robt. A. Senescue, professor, department 
of psychiatry, Medical College of Vir- 
ginia. Subjects to be discussed include 
chrome crown restorations, local anes- 
thesia complexities, anomalies and varia- 
tions of dentition, problems of space 
maintenance, interceptive orthodontics 
and emotional factors in child manage- 
ment. In addition, there will be table 
clinics, movies of special interest and 
question and answer periods. 

Registration is not limited to dentists 
in the Virginia area. You are all invited 
to attend. Just send your name, address 
and check to: Dr. Max D. Largent, Medi- 
cal College of Virginia, School of Dentis- 
try, 521 N. 11th St., Richmond, Va. Ho- 
tel reservations will be made for you 
Table clinics are invited and should you 
wish to present one, include the title in 
vour letter. 

\WV ASHINGTON 

David B. Mooers sends this interesting 
news: The Washington Unit sponsored 
a very instructive session on May 5, 1960 
for the graduating seniors of the Univer- 
sity of Washington Dental School. 

The session, organized by Past Presi- 
dent Robert Blancher, was composed of 
a series of table clinics as follows: 
Immediate Space Maintainers Using Rocky 

Mountain Products Dr. Robert Blancher 
Appliances for Crossbite Correction and Space 
Dr. Dave Mooers and 

Dr. Richard Nelson 


Regaining 





State Health Dept. Aids to the Pedodontic 
Praciice Dr. Olin Hoffman 
Orthodontic Considerations in the Pedodon- 
Dr. Les Erickson 
Pulp Therapy in Primary Teeth 
Dr. Neil Beasley 
Child Management and Premedication 
Dr. H. Rosenbaum 
Dr. Morris Bay 
Emergencies in the 


tic Practice 


X-Rays for Children 
Handling Pedodontic 

Office Dr. Walter Smith 

A question and answer panel discus- 
sion relating to office procedures in a 
practice for children was also a part ol 
the session. 

The seniors were apprised of the ad- 
vantages of membership in the ASDC 
and cordially invited to join upon gradu- 


ation. 








Neil Beasley, left, and Claude Warden of Cali- 
fornia, guest clinician. 

The Spring-Summer meeting was held 
at Yakima on June 13 with Dr. Claude 
Warden of Walnut Creek, California as 
lecturer. It was a most interesting and 
instructive presentation on pressure proc- 





194 


essing of cold cure acrylics, designs and 
construction of corrective oral appliances 
and slide studies of many interesting case 
histories. 

The Unit is looking forward to the 
Pacific Northwest the 
ASDC to be held at Shore Lodge at Mc- 
Call, Idaho, on August 29, 30 and 31, 
1960. 

Dr. Robert Moyers, author of “Hand- 
book of Orthodontics”’ 
Etiology of Malocclusion, Planning the 
Treatment, of Clinical Problems and the 
Administration of Orthodontic Problems 


Conterence of 


will discuss the 


in General Practice. 

Many social events are being planned 
in connection with Dr. Moyers’ clinical 
presentations. This promises to be one 
of the outstanding meetings of the vear. 

The Washington Unit is proud of and 
congratulates one of its members, Dr: 
Herbert W. Fleege, on his recent election 
as president-elect of the Seattle Dental 
Society. Dr. Fleege was one of the found- 
ers of the Washington Unit and is a 
member of the Academy of Pedodontics 
and the American Academy of Dental 
Practice Administration. 

WISCONSIN 

The Annual Spring meeting of the 
Wisconsin Unit was held at the Holiday 
House in Milwaukee on Sunday, Mav 8, 
1960. Eighty-nine members attended. Dr. 
Galen W. Quinn, head of the Depart- 
ment of Orthodontics, Duke University 
Medical Center, North Caro- 
lina, was guest clinician. His topics were: 


Durham, 


“Diagnosis of Existing Occlusion” and 


“Orthodontics for the General Practi- 
tioner.” 


The following officers were installed: 


President James Helz 

Earl Fetting 
James Malone 
O’Marro 


President-Elect 
Vice-President 


Secretarv- Treasurer Gerald 
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An evening banquet, dancing and e1 
tertainment followed the afternoon s¢ 
sion. 

Plans are progressing for the Fall mee 
ing which will be held in the New Mote! 
at Appleton on September 26, 1960. 


oe * * 
ANNOUNCEMENT 


A meeting of the Association of Amer- 
ican Women Dentists will be held at 
the Biltmore Hotel, 515 S. Olive, Los 
\ngeles, California on Monday, Octobe: 
17, 1960. Breakfast and a business meet 
ing is called for 9:00 a.m. A hospitality 
room will be maintained at the Biltmor 
to which visiting women dentists will b« 
welcomed. On Monday, October 17, 
1960, a banquet will be held in the Ve 
netian room of Ciro’s, 8433 Sunset Blvd., 
Hollywood. For further information, 
write Dr. Edith C. Straus, 435 N. Bed 
ford Dr., Beverly Hills, California. 


= - * 
CoursE ANNOUNCEMENT 


‘Title: Dentistry for Handicapped Chil- 
dren 

Place: University of Pennsylvania, School 
of Dentistry 

Date: December 12, 13, 14, 1960 

Speaker: Dr. Manuel M. Album and _As- 


sociates 


This course has been arranged to give 
the practitioner a better understanding 
of the dental problems and treatment of 
children who suffer from cerebral palsy, 
mental retardation, muscular dystrophy, 
multiple sclerosis and other handicap- 


ping conditions. 

For further information, write to Post- 
graduate Office, School of Dentistry, Uni- 
versity of Pennsylvania, 4001 Spruce St.. 
Philadelphia 4, Pa. 
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MORE THAN A MILLION AMERICAN SCHOOL CHILDREN 
ARE DOOMED TO EVENTUAL DEATH FROM LUNG CANCER 
IF PRESENT TRENDS CONTINUE. In making this prediction 
the American Public Health Association called upon “health 
authorities to undertake a broad educational effort, especially 
among young people to prevent cigarette smoking.” 

How is this to be done, doctor? As a partial answer, the 
American Cancer Society, has produced a filmstrip, TO SMOKE 
OR NOT TO SMOKE, based on a recent study of thousands of 
high school students. This filmstrip is available fromthe Society’s 
60 Divisions throughout the country. _ 

Its effectiveness depends on the support of the entire commu- 
nity — teachers, parents and, most of all, physicians. Many physi- 
cians are participating in its presentation. 

This is another example of how the medical profession and the 
American Cancer Society can cooperate in public education activ- 


ities f in the. sige gains: cancer. 
| AMERICAN CANCER SOCIETY 
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Speech Disorders in Children* 


H. Korepp-BAKER, M.S., PH.D. 


iit ability to talk is the most hu- 
man thing about you. Communica- 
tion by means of abstract acoustic and 
visual signals is the most distinguishing 
feature of man. It is the most recent ol 
his important biosocial acquisitions. ‘The 
use of this symbolic code makes demands 
which exceed all other functions in com- 
plexity, exactitude, and psychophysio- 
logical nicety. 

The state and the quality of his speech 
are sensitive reflectors of the integrity 
and responsivity of all of man’s body 
systems. It follows that anything which 
affects his speech inappropriately affects 
the most human part of him. Conversely, 


that which affects the systems and struc- . 


tures of his body may be advertised in 
his speech behavior. 

It is useful to make a few additional 
general observations about the speech 
function in man. First, unlike locomo- 
tion or eating, it is not a_ biologically 
inherited function. It must be learned. 
Speech is not the result of biologic mat- 
uration. It is a learned social behavior 
pattern. It does not develop outside of 
a social climate. A child does not talk 
because his biologic progenitors talked 
before him. He talks because others in 
his environment talk now. To be sure 
he must bring to this learning task a 
psychosocial readiness. But he talks be- 
cause his environment is a talking en- 
vironment. In short, he learns to talk 
by imitating the talkers in his environ- 
ment and by continuously refining this 
skill of vocal imitation. 

He must possess certain prerequisites 


* Presented before the American Academy of 
Pedodontics, Sept. 11, 1959, in New York City. 


for successful imitation. Importan: 
among these prerequisites are intact and 
functioning audio-visual, tacto-kinesthet 
ic, and sensory systems. Speech must firs: 
go through the ear and eye before it can 
come out of the mouth. The child born 
with a profound hearing loss does not 
learn to talk without the most laborious 
assistance. Children with a serious defi 
cit in visual acuity are also markedly, 
delayed in learning to talk. 

Critical too, is the intactitude of the 
central nervous system. By it the audio 
signals received by the ear from the en 
vironment, are conducted, integrated, 
translated, and expressed through the 
mechanisms of speech production in the 
respirato-alimentary tract. 

The peripheral speech mechanisms are 
those directly responsible for the produc 
tion of the speech signals. These are 
modifications of the functions of respi 
ration, chewing, sucking and swallowing. 

It is most useful to view the develop 
ment of speech in the child in the frame 
of his total growth and development. We 
have implied that a certain readiness 
state is required for a normal child to 
talk. The acquisition of his speech will 
be retarded or accelerated depending 
upon the degree of maturation which 
characterizes all of the dimensions of 
his personality. He must come into a 
physical, mental, emotional, and _ social 
readiness. These then may be described 
as the “developmental imperatives” of 
speech. 

Fifteen years ago in his developmental 
theory Gesell pointed up the differential 
maturation of the sensorimotor modali 
ties and their effect upon personality 
development. There is an orderly pro 
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gression Of physiological and psychologi- 
cal events following a prescribed space- 
time order, that normally culminate in 
the acquisition of speech. Delay in at- 
taining speech connotates a disruption 
in the normal progression of these events. 
The speechless child is not ready to 
speak. He does not yet have, or has not 
vet mastered, the prerequisites—the “‘de- 
velopmental imperatives.” 

The 
into a state of speech readiness somewhat 


sensorimotor mechanisms come 
earlier than do the psychosocial mecha- 
nisms. Maturation of the processes of in- 
tellection, of emotionality, and sociality 
must proceed to a point at which the 
content of language can be received, 
produced, or manipulated. The mental 
processes must have ripened to a level 
in which judgment, insight, choice, and 
problem-solving are beginning to char- 
acterize the child’s behavior. Emotional 
development must have reached a point 
at which speech and language transcend 
the simple primitive vocalizations of fear 
and anger. The child must move from 
his state of complete ego-centricity to 
awareness of dependency upon others- 
than-self 
control to his advantage. 


whose behavior he needs to 

Speech is a product of the whole per- 
son. Its normal production requires a 
highly exact integration and control of 
the great organ systems of the body. Let 
us enumerate these: (1) the central and 
parasympathetic nervous systems; (2) 
the endocrine system as a mediator of 
behavior; (3) the muscular systems; (4) 
the skeletal systems; (5) the respiratory 
and alimentary systems. Speech is a code 
of both acoustic and visual signals. The 
audio code consists of sounds. These are 
noises and tones which result from spe- 
cialized postures and movements of the 
structures making up the respirato-ali- 
mentary canal. Respiration is modified 


197 


so that there is a controlled flow of air 
the 
pharynx, and the mouth. This air flow 


from the lungs through trachea, 
is characterized by pressure pulses. These 
pressure pulses are the building blocks 
of speech. They are known as the physi- 
ologic syllables. The letters of the writ- 
ten alphabet or their names must not 
be confused with these physiologic or 
syllable pulses. The letters of the alpha- 
bet the 


visual written language. 


and their names are part of 

Speech is audible—it is sound. The 
pneumatic pulse is the physiologic basis 
of speech sounds which are heard. The 
speech sounds are the result of specific 
ways in which these pulses are manipulat- 
ed. The lumen and shape of the respir- 
atorv canal through which these pneu- 
matic pulses pass are modified by the 
muscle groups surrounding the tube. The 
tube may be completely closed or com- 
pletely open, or it may have many de- 
erees of occlusion or closure between 
these two extremes. The first point of 
modification of this syllable pulse is at 
the specialized area of the tracheo-bron- 
chial tree called the larvnx. This struc- 
ture is a vegetative valve. It closes the air 
canal or only reduces its size. In doing 
so there is produced at the level of con- 
sound 


striction, a a periodic acoustic 


vibration—producing periodic pressure 
changes which are recognized as a mu- 
sical tone. This speech tone is amplified 
and given its characteristic quality by 
the resonating spaces above it. These 
spaces are the pharynx, the mouth, and 
the nose. ; 

At still higher levels in’ pharyngeal 
and oral parts of the canal there are 
further reductions in the lumen of the 
tube which again range from complete 
closure to the widest opening. As the 
pulmonary air is valved by varying de- 
grees of constriction of the throat and 
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mouth, aperiodic sounds called speech 
noises are produced. These noises re- 
sult from air turbulencies produced at 
the neck or opening of the points ol 
constriction of the tube. As speech pro- 
ceeds then, there are emitted from the 
mouth both tones (the vowels) and 
noises (some of the consonants), or the 
tones and noises may be combined and 
result in still other consonants. 

Let this be translated into your intro- 
spective experience. If you say “oh,” the 
breath is being valved at the laryngeal 
level, and the sound you hear is an acous- 
tic vibration arising in the larynx. Above 
the vocal folds this acoustic signal is 
given its “oh” quality or characteristics 
by the shape and size of the pharyngeal 
and oral resonators. Experiment a mo- 
ment. Hold the vowel tone of ‘oh’ and 
as you do so, increase the size of your 
oral resonator by depressing your man- 
dible and lowering your tongue. What 
you now hear is “ah.” If you were to 
put the tube of a stethoscope through 
your mouth and pharynx down to a 
point a little above your vocal chords, 
vou would be unable to discern any 
difference between the tone of ‘oh’ and 
the “ah” at that point. It becomes “oh” 
or “ah” by the shaping of the pharyngeal 
and oral acoustic resonators. 

There are in English speech about 
sixteen such tones, the quality or identi- 
ty of which is determined by the shape 
and size of the pharyngeal and _ oral 
acoustic resonators. For these tones the 
resonators must be stable and fixed. If 
these vocal tones or vowels are produced 
with a movement or change of shape of 
the resonators, a blend of vowels is 
produced. This blend is called a diph- 
thong. The word “high” or the word 
“dew” will show the effect of instability 
and movement upon a vowel identity. 


Now let us turn to the noises whic) 
are the aperiodic sounds of speech. The, 
are primarily the result of certain pneu- 
matic phenomena. If the pneumatic 
pulse is discharged through a small neck 
of a constriction in the mouth, a special 
kind of speech sound may be produced. 
This may be illustrated by placing the 
lower lip against the incisal margin ol 
the upper central teeth. The passage of 
air through this restricted space will 
produce the noise which will be recog- 
nized as the first sound that is heard in 
the word “first.” This sound is the prod- 
uct of the particular kind of air turbu- 
lency just outside the teeth and lower 
lip. If the constriction is produced far- 
ther back in the mouth, by the sides of 
the tongue and hard palate, and leav- 
ing a small aperture between the tip 
of the tongue and the anterior third of 
hard palate, the resulting pneumatic tur- 
bulence thus produced is recognized as 
the third sound represented by the writ- 
ten “s” in the same word “first.’” How- 
ever, if the respiratory tube is com- 
pletely closed at the same point, pro- 
ducing a differential pressure between 
the inside of the oral cavity and the 
outside, and this pressure is suddenly 
released in an explosive discharge, a 
brief but energetic turbulency will re- 
sult and be recognized as the last sound 
of the word “first’—the sound written 
as the letter “t.” 

There are several critical attributes of 
speech which are so determinative that 
they may be used as guides in estimating 
the effectiveness of the speech function. 
The first of these is the attribute of in- 
telligibility or simply “ its understanda- 
bility.” Unless speech can be understood, 
that is, is intelligible to the listener, it 
is not in our sense, speech. The audible 
signals produced by the speaker must 
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have such acoustical clarity and distinct- 
ness that the appropriate listener-reac- 
tion is assured. As the listener attends 
to speech he must be able to recognize 
the individual speech sounds and their 
combinations in words, phrases, and 
sentences. 

\nother attribute of effective speech is 
its treedom from distracting elements. 
In an engineering sense this would be 
freedom from noise in the audio circuit. 
When speech is accompanied by non- 
phonetic or non-communicating sounds, 
communication suffers damaging inter- 
ference. 

The speech of the child with cleft 
palate or cerebral palsy illustrates this 
feature of disordered or defective speech. 
As these children attempt to produce 
speech, the vocal signals which they 
produce are accompanied by non-com- 
municating audio signals which do not 
carry the sense or meaning but instead, 
call attention to themselves and are 
therefore competitive, distracting, and 
confusing. At other times these alien 
audio signals may communicate a wholly 
diflerent meaning—one of unpleasant- 
ness. But the cleft palate or cerebral pal- 
sied child has further problems. His 
serious anatomic and physiologic limita- 
tions will prevent him from making ac- 
curately the requisite muscular move- 
ments in the mouth and throat. But the 
distorted movements, or the absent 
movements, will produce atypical acous- 
tic signals and these will be nonphonetic, 
without meaning—and competitive to 
the correctly produced sounds. The 
speech may simply be unintelligible. 
Further, because of the same or other 
anatomic and physiologic limits, the 
child with bulbar polio or cleft palate 
will not be able to use the acoustic 
resonating spaces in a normal way. All 


of his speech will have a quality which 
is best described as being hypernasal and 
which is very distracting and often dis- 
agreeable. 

In the stutterer or in the paretic still 
another important attribute of speech 
is disturbed. This is the attribute of 
rhythm. The forward moving cadence 

-the progression of the muscular and 
acoustic events will be interrupted, ac- 
celerated, or deaccelerated. This inter- 
feres with intelligibility and is distract- 
ing. In the child whose cerebral palsy 
affects his speech three features are pres- 
ent. His paralysis makes accurate move- 
ments of the speech organs exceedingly 
difficult. This affects the intelligibility 
of his speech signals. His generalized ef- 
forts to control all body movement will 
produce both audible and visual dis- 
traction. His motor rhythms are seriously 
disturbed. 

We may now examine in greater detail 
representative speech disorders whose 
etiology is somatogenic as distinguished 
from those that are functional or psy- 
chogenic. 

Among the very grave speech disabil- 
ities are those associated with congenital 
or acquired disturbances of the central 
nervous system. These children are com- 
monly called “the brain-injured.” Trau- 
ma of the brain in passage through birth 
canal, hypoxia and anoxia, Rh incom- 
patibility, and similar assaults on the 
integrative and conductive areas of the 
central nervous system mav be reflected 
in disturbed language and speech. These 
disturbances will range from arrested. 
language and speech development ex- 
pressed in late or non-acquisition of 
speech, to neuro-motor inadequacies in- 
volving either or both the skeleto-motor 
or visceral systems. 

In the cerebral palsied child we find 
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an altered neuro-motor control in which 
the muscles of speech share. Hence, 
speech is very commonly disordered in 
the cerebral palsied child. In the event 
of damage to the central neuro-motor 
control areas by other types of disease 
processes, for example in the viritic in- 
fection of poliomyelitis, speech symp- 
toms may be very specific. In bulbar 
polio a critical speech valve at the pal- 
ato-pharyngeal level may be paralyzed 
with profound hypernasality character- 
izing the speech. 

On the other hand the child born 
with cleft palate and cleft lip has a 
speech disorder produced by congenital 
malformation of the peripheral, rather 
than the central speech organ systems. 
The neural service to the speech organs 
of these children is usually unaffected 
but a number of the organs of the re- 
spirato-alimentary canal are anatomical- 
ly inadequate or functionally disorgan- 
ized. 

The speech symptoms of the child 
with brain damage and the child with 
the teratism of cleft palate will range 
from complete absence of speech through 
disturbed intelligibility and dysrhyth- 
mia, and associated distractive acoustic 
concomitants. 

There is another large classification of 
speech disabilities which as far as we 
now know is without demonstrable so- 
matic or organic cause. ‘These we term 
functional speech disorders. ‘Their etiol- 
ogy appears to lie in the areas of learn- 
ing and conditioning. hey represent 
the largest number of speech hand- 
icapped in the school population. Their 
speech is distinguished by disturbances 
of intelligibility and rhythm. They are 
the children with articulatory problems 


or stutterers. The use of the term “artic- 


ulatorv’” may confuse the dentist. The 


process of articulation in speech rep 
resents the myokinetic activities by which 
the speech sounds are made in th 
mouth. It is a term for the oral move 
ments which produce the units of speech 

For reasons some of which are unde) 
stood and others not yet known, man\ 
children find it difficult or impossible to 
produce accurately or clearly one 01 
more of the speech sounds even though 
the speech organs are normal. The 
sounds may be absent or distorted, the 
acoustic signal ineffective. This speech 
defect appears to be a result of some 
subtle inadequacy in speech learning. 
To understand this and other speech 
disorders—both the somatic and_ the 
nonsomatic—we must examine the in- 
timate relationship between the sense of 
audition and that of speech. Actually, 
hearing and speech are two faces of the 
same coin. 

In man, hearing subserves principally 
the function of speech, and speech is 
not possible without hearing. ‘The au- 
ditory mechanism is the monitor of 
speech. It regulates and controls the 
speech output. In engineering terms it 
is a servo-control system. The audio-oral 
circuit may have interference in the re- 
ceiving, the switching, or the sending 
elements. The disturbance of audition 
may reside anywhere in the circuit which 
includes the ear, the eighth nerve, 01 
in the auditory center in the brain. 

From the earliest moments of speech 
learning the child depends upon his 
ears to receive the audio-signals of his 
speaking environment. Equally impor- 
tant is the service his own auditory 
mechanism provides in receiving and re- 
fining his own speech. He must hear 
himself in order to make the transition 
from the random production of vocal 
sounds as an infant to the production 
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ol purposive speech. Thus he passes 
through the learning stage of self-imita- 
tion. 

lo return now to further considera- 
tion of the non-organic or functional 
type of speech disorder: Many of these 
children lack refinements in the auditory 
discrimination of the sounds of speech. 
This may be in a fault of the ear but 
more commonly it is a central neural 
idiosynerasy. The child whose mental, 
emotional, social maturation has been 
delaved will present the symptoms of 
infantilism of speech. This is known by 
the more tender term of “baby talk.” 
Often, however, though this is assumed 
to be unimportant, it may in some chil- 
dren be the key to evidences that the 
child’s emotional and_ social develop- 
ment has been either iregular or con- 
sistently retarded. 

One of the very puzzling disorders of 
speech is the one that we have identified 
as stuttering. The principle symptoms 
are those of a serious dysrhythmia which 
is expressed in blocks and repetitions of 
the syllables of speech. Accompanying 
these physical symptoms are profound 
anxiety reactions which, if the disordei 
continues, are learned and become a part 
of the disorder-complex. These anxiety 
reactions produce further speech dys- 
rhyvthmia and the disturbance is self per- 
petuating. 

Our present clinical knowledges about 
stuttering suggest that: (1) repetitions 
of speech are common in all normal chil- 
dren during the period in which speech 
is being learned and stabilized. (2) For 
reasons not clear, anxiety states become 
associated with these normal speech rep- 
etitions in some children. (3) The treat- 
ment must be directed toward the al- 
leviation of the unhealthy emotional re- 
actions which attend the speech act. 


Now it may appear that I have been 
unnecessarily technical in this discussion 
of speech disorders. But I hasten to point 
out that the concepts I have developed 
are by no means as academic as they may 
have sounded. Circumstances of my life 
have dictated that in the course of my 
professional service as a speech pathol- 
ogist and as a speech clinician I have 
been able to study and to treat several 
thousand speech disordered children. | 
know that the disorders from which they 
suffer are more complex and more 
puzzling than many in the pediatric area, 
and often more difficult to treat success- 
fully. It is for this reason and because of 
this experience that I have discussed 
their pathology in a serious and a sci- 
entifically mature manner. I know of no 
field in which so much nonsense is be- 
lieved and so much superficial treatment 
is prescribed! 

I should like now to deal with some 
of these fallacious conceptions and prac- 
tices. The scientific and clinical insights 
which we have gained by our earlier 
exploration of the nature of speech dis- 
orders, will help us now to recognize the 
inadequacy of most ideas held by med- 
ical and dental specialists regarding 
them. 

It is generally assumed that speech 
disorders are disorders of the mouth. In 
a superficial sense this may at times be 
true. In a more exact sense, however, 
speech disorders are malfunctions of 
adjacent or remote areas or organ sys 
tems. If the child’s mouth is structurally 
deformed or suffers a destructive disease 
or trauma, it is quite possible that his 
speech will also be deformed. But it is 
much more frequently the case that the 
mouth is quite within normal limits 
of structure and function. The disorder’s 
cause is to be found in the central 
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nervous system or in regions of the 
speech mechanism other than the oral 
cavity. A second principle of importance 
is that speech therapy, in most instances, 
is a problem of learning—of re-educa- 
tion rather than surgical manipulation 
or oral orthopedic treatment. This is 
well illustrated by the surprise and dis- 
appointment both the parent and the 
specialist may express when the cleft 
palate child has had his palate surgically 
closed and the speech seems to be 
changed so little. Many prosthodontists 
may expect that placement of a prosthet- 
ic speech aid will dramatically improve 
speech and are distressed and embar- 
not. If the ortho- 


the 


rassed when it does 


dontist has assigned cause of an 


articulatory speech disorder to maloc- 
clusion, he will usually be disappointed 
in the speech results when he has put his 
patient in a more normal dental oc- 
clusion. It is in the child with a brain in- 
jury that this principle is further il- 
lustrated. If the brain injury is limited 
to the motor areas of the brain, the child 
disturb- 


will probably show muscular 


ances in several regions of his body. 
The muscles of speech will probably 
from this general dis- 


not be exempt 


turbance. The muscles of respiration, of 
swallowing, of lingual and mandibular 
movement will be affected and speech 
will be disabled. But the cause is in the 
central nervous system and anv remedia 
tion must be directed to a re-education 
of the total as well as the specific neuro- 
muscular systems. 


The 


equacy to speech is not generally under- 


relation of intellectual inad- 
stood. Since speech and language are 
learned, it is obvious that an adequate 


basic learning capacity and endowment 
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must be present if speech is to develop 
All children who have speech disorders 
must not, however, be judged to be men 
tally slow or feebleminded. There aj 

pear to be also, certain aptitudes foi 
speech learning that must be present in 
the 
ligence. Not all children have this ap 


child in addition to basic intel! 
titude to a degree which makes speech 
learning simple for them. 

When speech disorders are the result 
of interrupted or delayed emotional and 
social maturation, the treatment of the 
speech disorder is directed to the psycho 
social factors and not the organic ones. 
In many kinds of speech disorders the 
child is simply not emotionally or social 
lv ready to speak clearly or to speak at 
all. Or again his speech development 
mav be blocked, thwarted, or threatened 
by unhealthy and restricting emotional 
relations with his peers, siblings, or pai 
ents. 

Finally, a word about the treatment 
of speech disorders. It is clear by now, 
[ am sure, that differential diagnosis is 
highly essential for the treatment ol 
speech disorders. The treatment may in- 
volve an integrated and coordinated clin- 
ical relationship among physicians, den 
tists, and speech clinicians. Such a team 
approach produces a more effective plan 
and 
is child-centered, rather than specialty 


of treatment in correct sequence 
centered. The actual speech therapy lies 
in the professional province of the prop 
erly trained speech therapist. Speech 
therapy must be described as a special 
ized re-education which may involve all 
dimensions of the personality: the men- 
tal, the physical, the emotional, and the 
social. 

Rt. 1—Buck Creek Road 

Highlands, North Carolina 











The Dermestid Beetle Method of Skull Preparation* 


B. J. KRuGER, D.D.Sc., M.D.Sc., D.D.S.** 


INTRODUCTION 


N the preparation of a skull of an 
| experimental animal for the exam- 
ination of dental caries, it is usual prac- 
tice to dissect the soft tissues, separate 
the mandible from the rest of the skull 
and then to preserve the specimen, €.g. 
in 10 per cent formalin. Sometimes the 
specimens are given a preliminary boil 
in soap and water or are autoclaved. 
Both the preparation and the subse- 
quent examination of wet specimens 
under a binocular miscroscope are mes- 
sv and time consuming. 

Klapper (1954) described the dermes- 
tid beetle technique, and recommended 
it to other investigators. However, the 
method does not seem to have been used 
since then, and investigators continue to 
use the laborious techniques of dissect- 
ing, autoclaving and preserving. It is the 
purpose of this article to redirect atten- 
tion to Klapper’s suggestion, and to de- 
scribe the technique used at the Univer- 
sity of Queensland Dental College. 

There are onlv a few references!: 2) #5: 6 
to the use of the dermestid beetle for 
cleaning skeletons, even though they 
were first used for this purpose about 
1920.1:5 The beetle, Dermestes macula- 
tus Degeer> has a number of common 
names: leather beetle (America), skin 
beetle (South Africa), and larder beetle 
(Australia). 

It is usually not difficult to obtain suf- 
ficient adult beetles to start a colony, as 


*Reprinted from Vol. I, Number 2, 1959, 
University of Queensland Papers. 

** Department of Dentistry, University of 
Queensland, Brisbane. 
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they are widely distributed throughout 
the world. Most of our colony stock was 
obtained from the hoof room of the local 
abattoir. With correct conditions for 
growth, it has been found that only 
about one dozen adult beetles are need- 
ed to start a colony. 


METHOD 


The general outline of our laboratory 
method for cleaning skulls varies slightly 
from the description given by Klapper® 
(1954). Instead of housing the colony in 
glass jars, we have used a 14” x 10” x 7” 
deep wooden box lined with tin. The 
lining was brought to the outer edges of 
the box to prevent the larvae of the bee- 
tles from pupating in any exposed wood. 
The box was provided with a tightly fit- 
ting lid in which there was a 9” x 7” 
insert of the finest fly-proof gauze. The 
whole interior was enamelled black and 
about one inch of pine shavings placed 
in the bottom—to provide a minimum 
of light and to protect the larvae.‘ 

When an experiment was completed, 
all animals were sacrified. Each decap- 
itated head was then skinned. Each skull 
was then placed in an individual com- 
partment in a copper gauze container to 
keep the mandible with its correspond- 
ing skull after cleaning bv the beetles. 
When the colony was thriving with some 
hundred of dermestids at various stages 
of the life-cycle, it was found that the 
colony would clean thirty-six rat skulls 
in 48 to 72 hours. 

As Klapper® pointed out, if the ter- 
mination of an experiment provides 
more rat skulls than the beetle colony 
can accommodate at that particular time, 
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the residue can be appropriately labelled, 
and stored in a refrigerator. 

It has been shown that meat with a 
high water content is not readily eaten 
by the beetles and soon becomes rancid. 
Because of this, Klapper has suggested 
that refrigerated skulls be submitted to 
dry heat (50°-60°) for several hours, be- 
fore being introduced to the beetles. In 
our laboratory, we have found this neces- 
sary in the initial stages of building up 
the colony and when using refrigerated 
skulls, but completely unnecessary when 
the colony is thriving. When there are 
no skulls to be cleaned, the beetles can 
be maintained with meat and bone, e.g. 


lean chops. 
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Klapper*® suggests that after cleaning 
the skulls be degreased in dilute an 
monium hydroxide for 12 hours, washe« 
in running water for several hours an 
then dried. In our laboratory this meth: 
od has also been used and found to b 
satisfactory. However, a quicker methox 
is to bleach the skulls in 30 vols. hydr« 
gen peroxide for several minutes, wasli 
in running water and dry. The skulls 
can then be numbered in marking ink 
and filed in boxes. 

There are a number of advantages 
which make the dermestid beetle meth 
od more suitable than other techniques 
lor preparing skulls for dental caries 


evaluation: 





Ficure |—Rat skull and mandible cleaned by dermestid beetles. 


— 
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the skulls are cleaner, more easil\ 

branded and more conveniently 

stored. 

the teeth remain firmly held in their 

sockets, which makes for easier and 

more accurate grinding of successive 

planes (used in most caries evalua- 

tions). 

the examination for caries 1s more 

easily performed because the tooth 

surfaces are drv and relatively free 

of debris. 

RESULTS 
\n example of the cleaning of a rat 

skull is shown in Fig. 1. The method has 
also been used for preparing other skulls 
as museum specimens. 


CONCLUSIONS 


Lhe dermestid beetle method of clean- 
ine skulls has been described and _ its 
many advantages discussed. Very little 


use seems to have been made of the 
dermestid beetle for this purpose. The 
method has been found to conserve time, 
to produce cleaner preparations and to 
be generally more satisfactory than other 
techniques. This article confirms the 
findings of Klapper and adds to his rec- 
ommendation that other investigators 
avail themselves of the method. 
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SOUTHERN CALIFORNIA 
CALLS YOU 


If You Would Like To: 


e Hear of Recent Pedodontics 
Advances — 


@ Enjoy A Wonderful Family 
Vacation— 


© Meet Old Friends and 
Make New Ones— 


THEN 
Pe Kegister— HOW 














PROGRAM AT A GLANCE 


Ambassador Hotel—Los Angeles, Calif. 


9:30 A.M. 


October 14, 15, 16, 1960 


FRIDAY, OCTOBER 14 


Executive Council Meeting 


12:00 Noon-6:30 P.M. Registration, That's All 


All Day 


9 to 12 


Noon 


Afternoon 


Evening 


9 to 12 
Noon 


1:30 P.M. 


3:30 P.M. 


See Disneyland, Marineland, Fun—On 
Your Own 


SATURDAY, OCTOBER 15 


Registration 

Essays (15) and Table Clinics (65) 
Periodontal Disease in Children 
Orthodontics 
Hypnosis With Children 
Materials 

Scientific Luncheon (Good Food and 
Discussion) 

Ladies’ Fashion Show and Luncheon 

States Delegates Meeting 

General Membership Meeting 

Cocktail Party 

President's Dinner Dance 


SUNDAY, OCTOBER 16 


Essays (9) and Table Clinics (29) 

Scientific Luncheon 

Panel—"'Changing Pattern of Dental 
Practice" 

Aloha Party (Cocoanut Grove) 
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LAST CALL 





As usual, hotel space is in short supply! If you have not already 
sent a request to the ADA HOUSING BUREAU, P. O. Box 5440, 
Chicago 7, Illinois, DO SO AT ONCE, with the A.S.D.C. appli- 


cation below. 


(The following hotels are suggested; they are near the Ambassa- 
dor: Chapman Park, Gaylord, Mayan, Normandie Wilshire, 
Sheraton Town House.) 





Neme of appicant ............... 


“STREETADDRESS = =)—)——~CS«~SITYS ~*~<“‘i<‘:™SCSC;C;SZONE!”~CO~™*#OSTATE: 
Date Arriving ........ via O. Auto 0 Plane 0 Train Date Leaving. . 
ACCOMMODATIONS 
BO his Sut oe pete ee ca ip er ree ey er ee 
FIRST CHOICE FOURTH CHOICE 
5S. Geb eee a pees ad} WOE scotia Ae 
SECOND CHOICE FIFTH CHOICE 
Raa ae ee Coe eee PTT ee 
THIRD CHOICE SIXTH CHOICE 
CJ Single occupancy, rate to range from $...... Pt ee per day. 
[] Double occupancy, double bed, rate to range from $...... 10$...5. per day. | 2 names 
> must be 
(J Double occupancy, twin beds, rate to range from $...... to$...... perday. J listed below 
CJ Suite of ...... rooms, including parlor, rate to range from $ . to $...... per day. 
Rooms will be occupied by: 
ONS a aa ea ar ee i 


American Society of Dentistry for Children 
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SOCIAL EVENTS 


FRIDAY 





On your own—Plenty of places to go 
and things to do 


SATURDAY 


Ladies Fashion Show and Luncheon— 
Bel Aire Hotel 

Cocktail Party and President's Ball— 
Ambassador Hotel 


SUNDAY 


Aloha Party—Cocoanut Grove 





This is our last opportunity to reach you through the Journal. 
Southern California is proud and happy to be your host. Include 
the President's Ball in your plans for Saturday evening. Al Ander- 
son is giving it his personal attention—and it will be a wonderful 


affair—long on good food and fun—real short on speeches. 


.? Your Mecting—Come pow Get 4! 
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Are You Moving Soon? 


One of the most difficult problems of the Central Office is the maintenance 
of the accurate and current set of address plates for prompt delivery of the 
JOURNAL. Unlike First Class Mail which will follow the addressee to his new 
address, the JOURNAL is mailed Second Class and most copies which are ad- 
dressed to the old address are simply thrown into the waste basket and 
burned by the Post Office. Not enough copies are printed to replace to 
members all of these lost and burned issues. 

The JoURNAL OF DENTISTRY FOR CHILDREN has become established as the 
finest reference work in the world for current thought and scientific infor- 
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Epiror’s NOTE: 


You may think that the accompanying 
paper is of interest primarily to those of 
us who teach pedodontics, but if you do, 
you'll be passing up an interesting and 
comprehensive review of an important 
facet of any practice which includes chil- 
dren—namely, what we should expect 
from our coworkers, the pediatricians 
and what we should be prepared to of- 
fer them. 

We suggest you permit your pediatri- 
cian friends to read this copy of ow 
JOURNAL, with special reference to this 


article. 


AIS: 


\ ITH most assignments one can 


go to the library and find vo- 
luminous information on a subject. ‘This 
assignment proved to be the exception. 
Chis should not be interpreted, how- 
ever, as indicative of a lack of impor- 
tance of the relationship between the 
areas of pedodontics and pediatrics. In 
fact, I am sure you will agree that quite 
the contrary is true. Certainly all of you 
will further agree that there are few 
areas in dentistry and medicine where 
there is such a common meeting ground 
and where so much can be done to in- 
sure the health and welfare of infants, 
children and young adults. 

I have decided to approach the sub- 
ject, the relationship of pedodontics and 
pediatrics, not only from the standpoint 
of a private practice situation, but also 
from the position of a teacher of pedo- 
dontics, particularly one in a medical 
center situation where cooperation on 
diagnostic, treatment and research prob- 
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lems is possible. I intend to discuss con 
ditions and situations with which I b« 
lieve it is desirable for the pediatrician 
to be familiar and where his coopera- 
tion is invaluable. I am convinced, how- 
ever, that this relationship is not a on 
way street. We must become familia 
with the problems of the pediatrician 
and in addition teach our students, in 
cluding those at the graduate and intern 
level, to be familiar with these problems 
or at least to have a communicating 
knowledge of them so that there may be 
a free exchange of ideas. 

It is possible for the relationship be 
tween pedodontics and pediatrics to be 
evident early in a child’s life. It is not 
uncommon for the pediatrician to be the 
first one to examine the child’s mouth. 
Even though members of the dental pro 
fession recommend that a child be ex 
amined at least by the age of two and 
a half to three years, parents do not al- 
ways follow this advice and unless some 
abnormality is noticed, or the child has 
an accident, the first dental appoint- 
ment is often delayed. Dental caries and 
many oral anomalies are evident early 
in a child’s life and the pediatrician in 
his routine oral examination of a child 
can often detect deviations from normal 
and refer the child to a dentist for treat- 
ment. 

EXAMINATION FOR GINGIVITIS 


In the pediatrician’s examination of 
a child’s mouth, the soft tissues, par- 
ticularly the gingival tissues, should be 
carefully observed since they often show 
the first deviation from normal oral or 
general health of the child. Members of 
both professions must be aware of the 
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ciiology and implication of gingivitis in 
children. Though it is true that severe 
gingivitis is rare in children, except 
when it accompanies a severe systemic 
disturbance, a mild type of gingivitis or 
inflammation of the superficial part of 
the periodontal tissue which surrounds 
the cervical portion of the teeth is com- 
mon. Though it is seen frequently and 
many minimize its significance, the pe- 
diatrician and the pedodontist should 
constantly look for this type of gingivitis 
in the routine examination and attempt 
to classify the abnormality as to cause, 
type and treatment. The gingivitis most 
often seen in a child is caused by lack of 
oral hygiene and by the accumulation 
of food debris, calcareous deposits, or 
other local traumatic and toxic agents 
between and around the necks of the 
teeth. Since there is usually a mild, pro- 
gressive inflammation and there is sel 
dom any pain associated with it, there is 
a tendency for the patient to ignore it. 
The degree of severity of gingivitis is 
no doubt related to the general health of 
the child and influences the general de 
struction of the supporting tissues. 

In the future there must be increased 
interest in the problems of periodontal 
disease in children. It has been estimated 
that approximately 30 per cent of young 
adults have disease of the periodontium 
which started during childhood or ado- 
lescence. There is an urgent need for 
combined consideration of this problem, 
not only in the treatment of the in- 
dividual patient, but also from an in- 
vestigative standpoint, in the search for 
etiological factors responsible for this 
condition, 


NON-VITAL TEETH 


In the pediatrician’s examination of a 
child’s mouth a careful search should be 
made for evidence of non-vital teeth. We 


are well aware that it is not uncommon 
to observe areas of localized swelling and 
redness which are usually indicative of 
periapical infection with a rarefaction of 
the bone. The involved tooth can be ob- 
served to be quite loose and there may 
be evidence of an exudate around the 
tooth. Unerupted permanent teeth that 
have undergone growth and calcification 
in an area approximating the alveolar 
abscess often erupt showing evidence of 
the abnormal local environment. If the 
area of bone involvement surrounding 
the developing tooth has been extensive, 
the crown may show evidence of hypo- 
calcification or hypoplasia and may be 
quickly attacked by dental caries. Occa- 
sionally a cyst will develop around the 
unerupted tooth and the tooth germ 
may be destroyed even before eruption. 

Another reason that it is important to 
discover non-vital primary teeth is the 
fact that the roots of these teeth will 
seldom undergo what we consider to be 
normal physiologic resorption. Instead 
they may remain in the alveolar bone o1 
soft tissue as foreign bodies to deflect or 
prevent the eruption of permanent teeth 
in the area. 

It should be recognized by the pedia- 
trician that even carious primary teeth 
that are apparently causing the child no 
difficulty can be very detrimental to the 
child’s general health and development. 
These children may have been spared the 
pain of a severe toothache; however, if 
we observe them carefully when they try 
to chew coarse foods we will notice that 
they experience difiiculty and often cis- 
comfort. This fact in itself causes many 
children to develop the habit of eating 
the softer, usually the high carbohydrate 
and often less nutritious foods. With res- 
toration of badly broken down teeth the 
dietary of the child inevitably improves, 
thev frequently gain weight and there is 
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a change in their total health picture. 

It should readily be recognized by the 
members of both professions that, in 
addition to dangers just cited, badly 
decaved and non-vital teeth serve as in- 
cubation areas for micro-organisms. It is 
impossible to reduce the oral bacterial 
count until the involved teeth have been 
removed or treated and adequately re- 
stored. Because of the local environment, 
sound teeth in the area may become car- 
ious. This fact is reason enough to rec- 
broken- 


ommend the removal of badly 


down or non-vital teeth. 


CHRONICALLY ILL CHILDREN 


The pediatrician and the pedodontist 
should work as a team in the manage- 
ment of a child with a history of rheu- 
matic fever, nephritis, or similar con- 
ditions. A thorough physical examjna- 
tion should precede any dental surgery 
and consultation regarding 
prophylaxis is in order. 

The pedodontist must be aware of 
the potential danger of a pulpless tooth 
to the well-being of a child, particularly 
the one who is suffering from chronic ill- 
ness. It has been shown that positive 
blood cultures can be obtained following 
vigorous mastication if there are pulpal- 
lv involved and apically abscessed teeth 
in the mouth. It, therefore, seems unwise 
to attempt to treat pulpally involved 
teeth in children with a history of chron- 
ic illness, if the outcome of the treatment 


is questionable. 
DIET AND DENTAL CARIES 


Dental caries continues to be our 
number one problem in dentistry and in 
everyday practice should receive our 
major attention, not only from the stand- 
point of restorative procedures, but also 
preventive procedures designed to reduce 
the problem. Many studies have recently 


antibiotic 
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been conducted to determine the denti|! 
needs of children and young adults. \ 
most without exception from the 1 
sults of these surveys we learn that the 
dental caries problem is still acute. In 
some areas of the country over 22 poi 
cent of the two-year-old children and 52 
per cent of the three-year-old children 
have been found to be in need of dental 
care.} 

Since dental caries is so widespread, 
even in the pre-school group of children, 
both professions must realize the impor- 
tance of informing the public of the 
cause of the disease and preventive and 
corrective measures that can be institut- 
ed in its management. The members of 
both professions can practice preventive 
dentistry by endorsing and recommend- 
ing all of the accepted preventive pro- 
cedures for the control of dental caries. 
Their further responsibility is to con- 
sider the general health as well as the 
dental health of the patients in then 
practice. 

We are all aware of the many practical 
dental caries control measures that are 
applicable to a_ private practice. Fon 
the most part these preventive measures 
are not necessarily new. It is impossible, 
however, to emphasize too strongly that 
there is no one dental caries control 
measure that will be entirely satisfactor, 
and which will solve the dental carics 
problem for a given child. Unquestion- 
ably the pediatricians are aware of this 
and they can assist in making this fact 
known to parents. 

Many believe that the correction of 
dietary inadequacies and the reduction 
of freely fermentable carbohydrates are 
the most important dental caries control 
measures. Even though you may not sub- 
scribe to these as being the most im- 
portant control measures, I think that 
we can agree that they are important 
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considerations for the dental, as well as 
the general health of the child. ‘This is 
certainly an area where the pedodontist 
and the pediatrician can combine forces 
to attack the dental caries problem. 

Recent research findings indicate that 
to the pediatrician, or even the obstetri- 
cian, may fall the task or responsibility 
of initially influencing dental caries sus- 
ceptibility. In laboratory animals it has 
been found that, when the diet of the 
mother is very low in fat and when all of 
the carbohydrate is furnished in the 
form of sucrose, the offspring have a 
significantly higher incidence of caries 
than do the offspring of mothers sub- 
sisting on natural diets.* There have also 
been studies which strongly suggest that 
an excess of carbohydrate administered 
during the suckling period may result in 
increased caries susceptibility. There is 
further evidence to indicate that the car- 
bohydrate resulting in the least increase 
in subsequent caries is lactose. If breast 
feeding is impossible, then it may be 
well for the pediatrician to give consider- 
ation to a formula in which lactose is 
incorporated as the carbohydrate. 

Few would dispute the statement that 
more eventual health benefits can be ac- 
complished for the nation as a whole 
through proper nutrition of the infant 
and young child than by any other com- 
bined efforts of the medical and dental 
professions. 

In recent vears numerous studies have 
called attention to the importance of an 
adequate diet in a dental caries control 
program. In this endeavor the two pro- 
fessions should join forces to improve the 
dietary of child patients and concurrent- 
ly strive to reduce the dental caries prob- 
lem. Inadequate amounts of foods which 
comprise the fruit-vegetable group and 
dairy products group likewise have been 
shown to predispose the child to in- 
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creased caries activity. The fact that be- 
tween-meal snacking on cariogenic, re- 
fined foods is also responsible for much 
of the dental caries problem should be 
emphasized by members of both profes- 
sions. 

Undoubtedly one of the most frequent 
comments or complaints heard within 
a pediatrician’s office is, “My child 
doesn’t eat enough.” A frequent question 
is, “What vitamins should my child take 
in order to make him eat better?’’ The 
pedodontist often hears a mother re- 
mark, “I can’t understand why Johnnie 
has so many cavities, he drinks gallons 
of milk.” I think that we should analyze 
these remarks because they represent 
common misconceptions regarding child- 
hood nutrition and also the etiological 
factors of dental caries. Many parents 
believe that all that is needed for a child 
to be well-nourished is a quart of milk 
each day. This they believe should be 
given regardless of his age, likes, dis- 
likes, or capacity. This amount of milk 
during the pre-school years may actually 
interfere with the eating of solid protein 
foods, such as meat, eggs, fish and cheese. 
It is often true that it encourages eating 
of excessive amounts of starchy foods and 
sweets, which are washed down so con- 
veniently with milk.4 Milk is probably 
the most important food in infancy be- 
cause the child needs large quantities 
of liquids. With the beginning of the 
second year, however, milk becomes 
less important. The toddler who drinks 
milk and eats no solid protein foods fre- 
quently does not obtain sufficient pro- 
tein. Since milk is bulky, it satisfies hun- 
ger so that the child may have no de- 
sire for other basic foods. This may be 
responsible for initiating the snacking 
habit, which is so commonly observed. 

Both the pedodontist and pediatrician 
should keep in mind some basic rules 
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for feeding children satisfactorily. ‘To 
counsel parents regarding the eating 
habits of their children, I believe is 
within the scope and the responsibility 
of the pedodontist or even the general 
practitioner of dentistry. There are a 
number of basic rules which, if properly 
understood and practiced within fam- 
ilies, would eliminate most feeding dif- 
ficulties and in turn reduce the number 
of carious lesions. 

I believe that is is generally agreed 
among pediatricians that parents should 
not force a child to We are well 
aware that such action can only result in 
a decreased food intake and increase in 
the hatred of foods. This is particularly 
true of the two to four year age group, 


which is often referred to as the period 


eat. 


of negativism, or the period of contra- 
suggestibility. If a child does not choose 
to eat at mealtime, the food should be 
taken away after a reasonable period of 
time and nothing else offered until the 
next meal. 

Parents need to be informed that in 
order to establish good eating habits, it 
is very important that the child be per- 
mitted to become quite hungry in order 
to learn through experience the pleasure 
and satisfaction derived from eating 
proper foods at proper times. Between- 
meal eating can be quite harmful to the 
desirable eating pattern that we hope to 
establish in children. There is 
little doubt that this habit is directly 
responsible for an increase in dental 
caries, particularly if the between-meal 
snacks are made up of cariogenic foods. 


young 


ORAL HABITS 
One of the neglected areas in pedo- 
dontics, and probably I would be on 
safe ground to include pediatrics, is re- 
lated to psychological and emotional 
problems of children. Most often these 
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problems are brought to the attention 
of the pedodontist when there is an as 
sociated oral habit, such as thumbsuck- 
ing and here is another area where co- 
operation between the two professioris 
must be improved. 

oral habits are 
by the dental 


I am confident that 
frequently overlooked 
profession and I assume that this is also 
true of the medical profession. Careful 
observation of the occlusion, a glance at 
the child’s hands, and casual questioning 
should readily provide the clue that the 
problem exists. Questions such as, “How 
do you stop thumbsucking?,” or “What 
kind of a gadget can we use to correct a 
habit?’ are often posed by students and 
our medical and dental colleagues. These 
questions should be considered evidence 
that this has been a neglected area and 
one that is ripe for “team” consideration. 

It should be realized that thumbsuck- 
ing is not always harmful to the occlu- 
sion. In fact, occasionally the occlusion, 
particularly in cases of prognathism, is 
benefited by the thumbsucking habit. 
Neverless, we must always be aware ol 
the potential damage to the denture and 
the psychological implications of the 
habit, which if continued over a period 
of years, is not socially acceptable. 

I believe that it is the obligation of 
the pedodontist and the pediatrician to 
point out to the parent any existing 
damage to the occlusion and_ predict 
the final result, should the habit be 
continued. 

It seems unrealistic to counsel a_par- 
ent regarding treatment or correction of 
the habit until the cause is determined. 
It is probable that some oral habits had 
their origin when there was a feeding 
problem. Others may be the result of 
imitation of a playmate or brother or 
sister or occasionally may be classified 
as nothing more than an empty, mean 
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ingless habit. Otten the cause may be 
obscure and may be related to a feeling 
of insecurity and maladjustment or com- 
plex problems in the home environment. 
It is often impossible for the dentist or 
physician to determine the basic under- 
lving cause of the habit, in which case 
the child and parent should be referred 
to a specialist in the field of child psy- 
chology. However, a statement of Dr. 
Leo Kanner, Professor Emeritus of Child 
Psychology at Johns Hopkins Univer- 
sitv is worthy of note: “Ordinarily, the 
everyday reactions of the child do not 
and should not come to psychiatric at- 
tention. Those children who are brought 
to child psychiatrists’ offices and clinics 
have usually started, already at least 
part of the way, on the road to surren- 
der, withdrawal, or rebellion. The job 
then is to return them to comfortable 
and smoothly functioning normalcy. But 
in the vast majority of instances, the 
management of normal carly resistances, 
the handling of the little feeding, bed- 
time, elimination, truth-telling, thumb- 
sucking, fear, anger, jealousy and other 
issues should be a matter of parent edu- 
cation, most logically left in the hands 
of pediatricians. It is the pediatrician 
who can help parents to understand 
what is going on between themselves 
and the child. This is done neither by 
agitating the parents about the signifi- 
cance of these problems with the pre- 
scription of appetizers, tonics, sedatives 
and tranquillizers nor by using the 
phrase: “Pay no attention. He'll outgrow 
it.” The overanxious parent needs help 
to see things in their proper perspective. 
The obsessive parent needs help to ac- 
cept her or his child as he is and not as 
a model of non-existing perfection. | 
would be more apprehensive about the 
child who has surrendered to the degree 
of never showing a so-called problem 


than about a youngster who learns to 
assert his spontaneity and identity, if 
need be with the help of an occasional 
departure from infantile saintliness.”* 


AREAS FOR COOPERATION 


Chronically ill children and handi- 
capped children often require a coordi- 
nation of efforts of the pedodontist and 
pediatrician for the successful diagnosis 
and management of the case. Children 
with conditions such as rheumatic fever, 
congenital heart disease, blood dyscra- 
sias, Banti’s disease, epidermolysis bul- 
losa and endocrine imbalance, to name 
just a few, require special consideration 
by the pedodontist. He must seek the 
counsel of the pediatrician or the physi- 
cian responsible for the child’s general 
health. ‘The pedodontist, before he un- 
dertakes extensive treatment for the ser- 
iously ill child, must determine the life 
expectancy and the course of treatment 
that is being followed. In less severe cases 
he must likewise be briefed on the course 
of treatment and medication the child is 
receiving. In cases of undiagnosed fever, 
the pedodontist should be called on to 
provide a complete oral examination in 
order to rule out the possibility of in- 
fection of the teeth and associated struc- 
tures. 

Not infrequently the pedodontist is 
the one who sees the first evidence of 
one of the xanthomatous diseases. These 
children with an oral condition, often 
somewhat resembling Vincent's infection 
or with loosening and spontaneous loss 
of teeth, frequently are referred to the 
pedodontist by other dentists or physi- 
cians. Although a pedodontist cannot 
confirm a diagnosis, short of a com- 
plete work-up, referral to and consulta- 
tion with a pediatrician will result in 
proper management of the case. 

I cannot refrain from mentioning 
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something about which I feel very 
strongly and which we must consider if 
we expect and deserve the recognition 
and cooperation of the pediatrician. 
Throughout this paper I have used 
the term “pedodontist.”” Perhaps this 
term should have been defined early in 
this presentation, ‘There are many den- 
tists who limit their practice to children 
and there are many pedodontists in the 
dental profession. It is often unrecog- 
nized by the medical profession and the 
general public that the background, the 
experience and the scope of endeavor of 
the two groups is often quite diverse. 
My definition of a pedodontist is one 
who provides dental care for children 
and who has prepared himself for this 
endeavor through a recognized discipline 
of graduate training or internship, or 


residency. 


In 1937, a pediatrician writing on the 


relationship of pediatrics to pedodontics 
made the following statement: “The 
prevention and treatment of any disease 
in childhood necessitates the utilization 
of all available recognized medical and 
dental aids. But in actual practice, many 
of us have been confused and disap- 
pointed in the lack of cooperation be- 
tween the two professions. Perhaps this 
is true because the pediatrician has too 
long considered the dental profession as 
one that merely employs mechanical 
techniques and should have nothing to 
do with the physical condition of the 
child beyond those conditions related to 
the teeth and the immediately adjacent 
structures.”* Today the modern pedo- 
dontist with his experience in the field 
of dental pediatrics in graduate pro- 
grams or approved pedodontic intern- 


ships and residencies has a basic under- 
standing of the pediatric problems, par- 
ticularly of those overlapping our field. 
Chere still is much room for improve- 


ment, but great strides are being mad 

In 1949 there were only 7 graduat 
programs available to those interested it 
advance study for the purpose of prac 
ticing or teaching the specialty of pedo 
dontics and only 11 schools or clinics 
offered postgraduate training in the 
field. The growth in pedodontic gradu 
ate and postgraduate programs has been 
nothing short of spectacular. At the pres 
ent time there are 20 pedodontic gradu 
ate programs and at least 17 schools o1 
hospital clinics offering postgraduate o1 
internship training in pedodontics. To 
day with graduate and other forms 
of continuing education available, the 
“short cut” to a practice devoted to the 
dental problems of children seems  in- 
defensible to me. 


oY HANDICAPPED CHILDREN 


During the past decade the members 
of the dental profession have come 
to realize that a forgotten group of chil- 
dren, those with a physical or mental 
handicap, often have not received ade- 
quate dental care. Until very recently, 
the problem of providing dentistry for 
the handicapped child was much the 
same as the situation in which we found 
ourselves twenty years ago when we at- 
tempted to find someone to provide rou 
tine care for the normal child. Prior to 
that time, too little emphasis had been 
given to this important subject. Today 
it is rare to find the office where the 
child patient is not welcome. We must 
solve, and we are solving, the problem 
of dentistry for the handicapped child 
in the same manner. With a complete 
understanding of the child’s disability, 
which often can come only after consul 
tation with the pediatrician, the child 
usually can be handled as a more or less 
routine case. A small percentage of 
severely handicapped children can_ be 
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imanaged only while they are under a 
general anesthetic. Here again the re- 
lationship with the pediatrician must be 
considered. The anesthesiologist will ex- 
pect, and rightfully so, that the child 
have a complete preoperative work-up. 
This should include basic information 
which can be obtained from complete 
examination, including urinalysis, com- 
plete blood count, determination of clot- 
ting time and a radiograph of the chest. 


CoOoPERATION IN RESEARCH 


Dr. Norman Olsen recently prepared 
a manuscript describing current research 
activities in pedodontics.6 The research 
encompassed almost all facets of dentist- 
ry, the majority of it being, however, in 
the general areas of growth and develop- 
ment, dental materials, vital pulp ther- 
apy and dental caries. There are active 
research programs in most of the dental 
schools today. In many instances these 
programs have developed as a result of 
the establishment of graduate, internship 
and residency programs. Even to the 
casual observer, however, there are voids 
in our knowledge and there are many 
areas that immediate attention. 
Some of these lend themselves ideally to 
a combined effort between pedodontics 
and pediatrics. The area that needs most 
urgent consideration is that of child be- 
havior management. There is little in- 
formation other than personal opinion 
to guide the pedodontist and _pediatri- 
behavior 


need 


cian in the management of 
problems in the office. In the future we 
must find the answer to why some chil- 
dren react as they do to the dental ex- 
perience. We could learn through co- 
ordinated, well-controlled clinical stud- 
ies the extent to which we can use prac- 
tices such as voice control, physical re- 
straint and drugs to help us solve be- 
havior problems. 
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Closely related to the child manage- 
ment problem is that of oral habits. In 
perhaps no other area of dentistry is the 
literature so confusing and contradic- 
tory. To my way of thinking, the exact 
role of the pedodontist and the pediatri- 
cian in the management of oral habits, 
such as thumbsucking, has not been de- 
termined, but with cooperative efforts 
and liaison with psychologists and psy- 
chiatrists we will gain information neces- 
sary to understand the basic cause of 
such reaction on the part of the child. 
This liaison has already been established 
between the A.S.D.C. and the American 
Academy of Pediatrics and a joint con- 
sideration of the dental caries problem 
has been completed. This work must be 
continued to include other areas of mu- 
tual interest. 


A PATTERN FOR EDUCATION 


How can a closer relationship between 
pedodontics and pediatrics be realized? 
How can we become better acquainted 
with each other’s problems to the ben- 
efit of the child? We have made an 
approach to this problem at Indiana 
University with gratifying results. Great- 
er emphasis is being given to this con- 
sideration at the internship and _ grad- 
uate student level; however, we are at- 
tempting to make even the senior stu- 
dent aware of the medical problems of 
the child. 

A series of lectures is presented to the 
seniors by the pediatrics staff and others 
responsible for the specialized teaching 
program in the children’s hospital. The 
following areas are considered in this 
survey course: general pediatric prob- 
lems including diagnosis; congenital 
and acquired heart conditions; cleft pal- 
ate surgical considerations; orthopedic 
procedures and endocrine problems in 
children. The series of lectures is pre- 
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sented at a time when the students are 
engrossed in clinical procedures needed 
to complete their requirements for grad- 
uation and when there is need to re- 
emphasize the total health problem of 
the child and prepare them to accept 
this responsibility in practice. 

Ihe response of the pediatrician and 
his medical colleagues and their willing- 
ness to participate in the lecture series 
has been most gratifying. Their con- 
tribution to the senior students has been 
extremely well re eived. However, it 
should not be overlooked that there are 
other far-reaching benefits. Participation 
in the program by the physicians has 
necessarily caused them to become more 
aware of the dental problems of the child 
and also more familiar with dental ed- 
ucation in general. This will result in 
increased cooperation and coordination 
of efforts in the future. 

In recent years members of the pedo- 
dontics staff have been invited to present 
lectures to the pediatric residents. This 
has come about through a realization 
by the pediatric staff that many dental 
problems in the past have gone unrecog- 
nized and that there is a necessity for 
free exchange of knowledge in the total 
health consideration of the child. The 
pediatric residents are the practitioners 
of tomorrow and it is our desire to in- 
doctrinate them by means of a coopera- 
tive program with our philosophy re- 
garding an adequate treatment and _pre- 
ventive program for children. 

On the other side of the coin it must 
be stated that our dental interns and 
graduate students must become familiar 
with some of the basic aspects of pe- 
diatrics. Arrangements have been com- 
pleted for them to audit the pediatrics 
course offered to medical students. In 
addition, they make regular ward rounds 
in the children’s hospital and observe 


diagnosis and treatment methods. Thus, 
they acquire a vocabulary and a work- 
ing relationship with the pediatricians. 


In the hospital program our interns are 


called upon to assist in diagnosis anc 
management of cases. Consultation re- 
quests, a rarity fifteen years ago, are now 
commonplace and serve as stimulus to a 
close working relationship between both 
groups. The chairman of the clinical 
pediatrics department has expressed the 
view that every child coming to the out- 
patient clinic should be examined by a 
representative of the pedodontic depart- 
ment. This, of course, we would wel- 
come. This would be a valuable adjunct 
to our teaching program, but in = ad- 
dition, we recognize that in this en- 
deavor we would rub shoulders with 
the medical students, interns and _ res- 
idents and would have an opportunity 
to inform them as to the role dentistry 
plays in the total health picture. Here 
the total health of the child would be 
considered and it is virtually impossible 
to estimate the cooperative and inves- 
tigative stimulus that it would afford. 


OCCLUSION PROBLEMS 


Another problem encountered by both 
the pedodontist and the pediatrician is 
that of malocclusion. The pediatrician, 
because of the nature of his practice, 
has an opportunity to note deviations 
from normal that indicate impending 
malocclusion. He should be aware that 
tardy or delayed eruption of the primary 
or permanent dentition by — several 
months should not be looked upon with 
alarm providing the eruption is follow- 
ing a symmetrical pattern. Both the pe- 
dodontist and the pediatrician must be 
aware that a delay in the initiation of 
eruption of primary teeth beyond one 
year may be related to a systemic or con- 
Those conditions 


genital condition. 
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most frequently associated with marked 
delay in eruption are mongolism, cleido- 
cranial dysostosis, cretinism, and hypo- 
pituitarism. When there is delayed erup- 
tion of individual teeth the cause should 
immediately be determined, since de- 
laved eruption of individual units is of- 
ten followed by loss of space and maloc- 
clusion. 

Approximately 5 per cent of all chil- 
dren fail to develop some of their teeth, 
this figure being in addition to the 
absence of third molars. What is some- 
times mistakenly interpreted as delayed 
eruption may be verified radiographical- 
ly as the congenital absence of teeth. In 
the case of missing teeth it is important 
for the pedodontist or orthodontist to 
see the child early in order that a long- 
range treatment plan can be outlined. 
It is 
whether spaces resulting from missing 


important to determine early 
teeth should be closed or held open for 
future prosthetic appliances. 

It has been estimated that the largest 
increase in population between now and 
1975 will come in the age group ten to 
nineteen years. This group is expected 
to increase by about thirteen million or 
53 per cent. This results from the high 
number of births beginning in the mid 
10's. This is the age in which we observe 
irregularities in the development of the 
occlusion and when proper guidance can 
mean the difference between a_ func- 
tional occlusion and one which can only 
be corrected by major orthodontic treat- 
ment. It is improbable that orthodontic 
graduate programs can expand sufficient- 
ly to increase the number of specialists 
to meet the challenge. A solution to this 
problem lies in greater cooperation and 
liaison between the orthodontist and the 
pedodontist, and in turn between the 
pediatrician and the two groups. With 
the working knowledge of the causes of 


malocclusion and the recognition and 
the diagnosis of incipient irregularities, 
the pedodontist can often intercept ir- 
regularities other than those of the skel- 
etal type and make an important con- 
tribution to the dental health of the 
child or young adult. 

Many irregularities in the occlusion 
should be diagnosed and treated early in 
the life of the child. In fact some types 
of malocclusion first be seen by 
the pediatrician, particularly if the par- 
ents have delayed the first visit to the 
dentist. The concept is no longer held 
that malocclusion should be treated only 
after the eruption of all of the perma- 
nent teeth. While it is true that it is de- 
sirable to treat some of the more com- 
permanent 


may 


plex irregularities in the 
dentition stage, other types are ideally 
treated in the primary or early mixed 
dentition stage, a time when many pre- 
ventive and less complicated corrective 
measures can be instituted. Anterior and 
posterior crossbite, extreme overbites ac- 
companied by damage to soft tissue, 
space closure created by untimely loss 
of primary or permanent teeth and mal- 
occlusion resulting from the presence of 
supernumerary teeth are examples of 
conditions that can readily be observed 
by the pediatrician and which con- 
stitute a basis for early referral. It is gen- 
erally agreed that these conditions fall 
within the realm of treatment by the 
pedodontist. 


FUTURE TRENDS 


Dr. J. R. Blayney recently made a 
prediction that the practice of dentistry, 
particularly the practice of dentistry for 
children would in the forseeable future 
take the same course as pediatrics. He 
pointed out that 30 years ago the pe- 
diatrician spent as much as 90 per cent 
of his time treating childhood diseases, 
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but today the pattern of his practice has 
been completely reversed. Now he spends 
less than 10 per cent of his time treat- 
ing diseases, while the majority of his 
time is spent practicing preventive meas- 
ures designed to prevent not only infec- 
tious disease, but deficiency states as 
well. Is it incorrect to assume that pre 
ventive measures for the control of den 
tal caries are now available? Many of 
these measures have been proven beyond 
a doubt to be effective. Perhaps we need 
only to educate and convince the public 
and ourselves of the merit of these 
procedures and their importance in the 
total health problem. 

I am convinced that in the future we 
can look to the pediatrician to assist us 
greater extent in our preventive pro- 
reduce the dental 


gram designed to 


needs of children. Increased dietary 


counseling for the control of dental car- 
ies, early recognition of dental problems 
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and subsequent referral, and greater as- 
sistance in the management of psycho- 
logical problems and oral habits will be 
invaluable aid to the pedodontist and to 
the dental profession as a whole in meet- 
ing the challenge in the decade ahead. 


Indiana University School of Dentistry 
Indianapolis 2, Ind. 
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Hypodontia and Hyperplasia: A Case Report 


FRANCES B. GLENN, D.D.S. 


aah ain apse and congenital- 
ly missing teeth occur in the mouths 
of children and adults. Other than in 
cases of ectodermal dysplasia, cleido- 
cranial dysostosis, cleft palate, etc.; it is 
rare to see both hypodontia and _ hyper- 
plasia occur in the same mouth in an 
otherwise physically normal child. Tho- 
ma? states that supernumerary canines 
are extremely rare and are more com- 
mon in the upper than the lower jaw. 

A genetic correlation and family pat- 
terns are seen in developmental distur- 
bances.* 

The following case report is presented 
as an interesting finding of a congenital- 
ly missing maxillary second bicuspid and 
supernumerary 


concomitantly present 


mandibular canine. 
CASE REPORT 


J. M., 914 yrs., was seen in the office 
for routine examination on August 26, 
1958. 
the maxillary right second bicuspid to 
be congenitally missing. In the mandib- 


Intra-oral radiographs disclosed 


ular right canine region a partly calcified 
mass was noted in the radiograph _ be- 
tween the lateral incisor and unerupted 
canine midway inciso-apically (Fig. 1). 
Radiographic findings did not rule out 
the possibility of an odontoma. 

On October 17, 1958, under local an- 
esthesia, an incision was made along the 
mandibular ridge and a flap retracted 
lingually. The mass was found to be 
lingual to the unerupted canine and 
crupted lateral incisor but labial to the 
lingual alveolar plate of the mandible. 
\ccess to the mass was gained by the use 
of a No. 558 fissure bur in an air-water 
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turbine handpiece and it was removed 
from its bony crypt and placed in for- 
malin solution. Healing was uneventful. 
returned with 


Pathology was 


diagnosis: supernumerary canine. 


report 


SUMMARY 


The necessity for routine radiographic 
survey of children’s mouths is substan- 
tiated by the above case. While super- 
numerary teeth in this area of the mouth, 
are more uncommon than elsewhere in 
the mouth, early diagnosis is paramount, 
thus prohibiting damage to adjacent 
normal teeth and bone. 

7575 S. W. 62nd Avenue 


South Miami, Florida 
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Pedodontics in Russia* 


JosepH Gary, D.D.S.** 


N 1932, | had the opportunity to visit 
Russia, to observe dentistry for chil- 
dren, and compare it with the work we 
were doing at that time at the Murray 
and Leonie Guggenheim Dental Clinic. 
This interest matured through the years, 
and after a year’s planning and many 
letters to the Russian Ministry of Health 
in Moscow, the Minister of Dental Ed- 
ucation of the USSR agreed to invite 
me to survey the scene of dentistry for 
children in the Soviet Union (1959). 
We drove from Paris to Moscow via 
Berlin and Warsaw; then covered the 
entire area from Moscow through the 
Ukraine, through the Crimea to the 
Black Sea at Yalta, then north again to 
Leningrad and the Karelian Isthmus, a 
1,000 We 
eleven cities, many towns and _ villages, 
Dental Institutes, Ministries of Health, 
Institutes of Public Health, Polyclinics, 
Dental Centers, Children’s Clinics, Dis- 
trict Clinics, Factory Clinics, Sanitoria 
and Rest 
In Moscow, we were received by the 
the Dental Division of the 


total of over miles. visited 


Homes. 


Director of 
Ministry of Health who eased the path 
for us throughout our travels. The In- 
stitute of Public Health in Moscow gave 
freely of information concerning the 
work being done in the USSR in all the 
fields of health and welfare of children. 
Chey have an extensive division devoted 
exclusively to the organization, produc- 


* Presented before The American Academy 
of Pedodontics, Sept. 10, 1959, in New York 
City. 

** Instructor, New York University College of 
Dentistry, Department of Pedodontics and Pre- 


ventive Dentistry. 
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tion and distribution of all health propa- 
ganda. We were shown excellent movies 
as well as their newest posters, trans- 
illuminated educational displays, books 
and folders. 

There are two types of Dental Special- 
ists. ‘These were defined for me as fol- 
lows: 

1. Stomatologist—“A real physician 
with higher medical education, who has 
all the rights of a physician with general 
medical education and can do everv- 
thing in surgical rehabilitation.” 

2. Dentist—*The dentist is not a phy- 
sician. His background is the regular ten 
year school education plus three vears of 
dental training.” 

The educational program for dentists 
will be gradually eliminated within the 
next four to five years and only the ed- 
ucation for the stomatologist will be 
continued. This had been a problem in 
dental education for a number of vears, 
but is now definitely settled. As far as 
the Board of Higher Education is con- 
cerned, the only problem existing now 
is the question of distribution of the 
small number of stomatologists. 

Nine new and Centers of 
Education have recently been opened, 


Faculties 


making a total of 22 in all. Last vear, 
1,000 stomatologists as well as 1,000 den- 
tists were graduated. This year, the num- 
ber increased to 2,500. As the new facil- 
ities become available, there will be pro- 
portionate increases vearly. Of the 45,000 
members of the dental profession today, 
12,000 are stomatologists. In five vears, 
3,700 


stomatologists will be graduating an- 


it is planned that an average ot 


nually. The education of the average 
stomatologist consists of the normal ten 
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vear basic schooling from age 7 to 17 
vears, followed by five years in a Med- 
ical Institute which is actually a College 
of General Medicine. The first two years 
at the Institute are practically the same 
as ours in the study of the basic sciences 
such as chemistry, anatomy, bacteriology, 
physiology, etc. They also include a sec- 
ond modern language and English is the 
usual choice. In the third year, the stu- 
dents take general clinical subjects, in- 
cluding everything from general surgery, 
oto-laryngology, to obstetrics, but stoma- 
tologists concentrate on their future spe- 
cialty, which is divided into three phases: 

1. Therapeutic Stomatology which is 
actually general dentistry. This includes 
courses in pedodontics. 

2. Surgical Stomatology, including 
maxillo-facial surgery. 

3. Orthopedic Stomatology which is 
equivalent to prosthetics and orthodon- 
tics. 

These courses are given in the third, 
fourth and fifth years. At the end of the 
third vear, the student begins working 
with the actual patients under super- 
vision. In the fifth vear, he is permitted 
to work as a dentist on his own, without 
supervision, in town clinics, with period- 
ic consultation. During this time, he al- 
so works one full month as a general 
physician, wherever he may be assigned. 
\fter passing the State Examinations, he 
is awarded a diploma which is the same 
as a physician receives except that it is 
specified that he is a stomatologist. All 
graduates are assigned through the So- 
viet Union according to a master plan by 
the Ministry of Health in Moscow. A 
master list is made up of requests from 
the entire Soviet Union and men are as- 
signed to the various areas requesting 
their services. A choice may be given if 
very special reasons exist, such as family 
ties. Special consideration is given to fe- 
males. The proportion of female dentists 
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me 


is today approximately 75 per cent but 
this will be decreased to approximately 
60 per cent. 

Beginning practitioners receive 900 
rubles a month which is equivalent to 
$90. (The ruble is officially worth 10 
cents.) Increases are made over a period 
of 25 years to a maximum of 1,500 ru- 
bles per month for the average practi 
tioner. 

The head of a department receives 
1,800 rubles monthly and professors may 
obtain up to 5,000 rubles per month. 
Research is encouraged by additional 
monetary rewards for find- 
ings. The well established research work- 
er may get a double salary. Those qual- 


individual 


ifying for the degree of M.A. may receive 
2,500 to 2,800 rubles per month. A Ph.D. 
may receive 3,500 to 4,000 rubles. The 
hours of dental practice are from 8 a.m. 
to 8 p.m. Service is maintained by two 
shifts, each working 514 hours, six days 
a week. Private practice does exist, to a 
verv limited degree, only amongst the 
older practitioners. Since education is 
paid for by the State, the practitioner 
must work for the State. Private prac- 
tices are subject to special checking by 
the City Sanitary Inspector and must 
first obtain local approval. For example, 
in the city of Leningrad, with a popula- 
tion of 3,500,000, there are only 67 pri- 
vate practitioners. In many towns, there 
are none. 

Many inducements are offered to men 
to become specialists and devote their 
time to children’s work. These include 
extra vacations, extra pay, and choice of 
area. 

Each Republic has its own Ministry of 
Health. The general budget comes from 
the National Republic. City, town and 
regional boards are part of local coun- 
cils. In most towns, the regional poly- 
clinic serves both the town and its sur- 
rounding area and includes all medical 
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services as well as general dentistry. In 
large cities, there are special clinics for 
children only. In general, children’s de- 
partments are maintained in polyclinics. 
Dental care for children exists in two 
forms; the emergency treatment wherein 
the child can be brought by its par- 
ents for treatment, when he is in actual 
pain and “the main form of treatment.” 
Che “main form” is a planned program 
of dental care for all children in schools. 
They are examined twice a year by a 
stomatologist after which they are re- 
the 
ment. No parental consent is required. 


ferred to school dentist for treat- 
In large cities, 90 per cent of children 
are under this program. The chief prob- 
lem is manpower, and although a short- 
age of dentists still exists in the in- 
dividual Republics, it is hoped that this 
will be overcome in the next five years. 
I have been told that money is no object. 

Application of fluorides to the teeth 
was popular, but results were contradic- 
tory. In areas where natural fluorides 
occur in the water supply, they admit 
that caries is less, but are disturbed that 
caries still exists. They show for exam- 
ple, that in Poltava in the Ukraine Re- 
public where there is endemic fluorosis, 
the prevalence of caries is 40 per cent 
compared with 90 per cent in Leningrad 
where there is no fluorine in the water 
supply. 

There is considerable misinformation 
as to the use of flourides in the U. S. A. 
Vhey claim to have reports showing that 
we have been using 3.0 ppm of fluorine 
in our water supply. They believe that 
this level may cause arteriosclerosis. 

A good deal of research is being car- 
ried out in the effects of trace elements 
and sugars on caries, on artificial caries 
and with radio-isotopes in salivary stud- 
ies. 

Children to the Russians are a 
valuable asset. In eacn of the health serv- 


very 
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ice areas, except the Factory Clinics, pro- 
visions are made for children either ex- 
clusively or in part. In many towns chil- 
dren have for their exclusive use, com- 
plete railroads which they own, manage 
and operate. These railroads cover eight 
or more kilometers. There are complete 
Children’s Fire Departments, Stadiums, 
Pioneer Parks, 
Stores, Sanitoria, Camps, Clubs, Statues 


Palaces, Department 
and Monuments. Many sanitoria are lo- 
cated in former Czarist Palaces and are 
exclusively for children with rheumatic, 
respiratory ailments, etc. There is even 
a Department of Propaganda, especially 
for children. 

The largest center for health service 
in the average town is the local Polv- 
clinic which services the town and _ its 
adjoining area for all the medical needs 
of its population. Within this Polyclinic 
is the dental clinic with one section de- 
voted to children, and in many instances, 
a section for education of young moth- 
ers, pre- and post-natally. In the large 
cities, as Moscow and Leningrad, more 
lavish arrangements have been made and 
are being made for the exclusive dental 
treatment of children. 

The welfare of the future child begins 
in the pre-natal clinic. Young mothers, 
through the free medical system are im- 
mediately conditioned to the proper 
means of caring for the young. This in- 
cludes evervthing from dietary informa- 
tion for the young mother to home care 
during pregnancy, as well as intensive 
information regarding diet, diapering, 
washing, sanitary hygiene, clothing, feed- 
ing of the child. 

A great deal of emphasis is placed 
on breast feeding, even unto milk banks 
which are available to young mothers who 
are unable to breast feed their children. 
Mothers are intensively trained. For ex- 
ample, they have a complete follow-up 


system as well as a testing system to 
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check on the mothers until they know 
that the mothers are efficient and can 
pass all procedures necessary in raising 
children. Visual aids abound in their ed- 
ucation from pre-natal to the age of one 
an one-half years. Throughout Russia, 
there is a wide network of these special 
consultation centers. Mothers are regis- 
tered and not only must appear at regu- 
lar intervals, but they are visited betore 
and after birth at home. Maternity leave 
is paid for by the State and subsidies are 
paid to the mothers on the basis of the 
number of children in the family. Since 
everyone works in Russia, the employed 
mother continues with her salary while 
on leave of absence from her employ- 
ment which is for 56 days before birth 
and 56 days after birth. If she so desires, 
she may also get one year of leave with- 
out pay. No births take place at home. 

From birth to the three the 
child is provided for and maintained in 
a Yasly. From three to seven he goes to 
a Dyetskysod which is a Kindergarten. 


Formal schooling begins at the age of 


age ol 


seven and continues for ten vears to the 
age of seventeen. Children are extremely 
well cared for. Of particular interest to 
us was the question of habits. The child 
is never too young to accept responsibil- 
itv in his relation to those around him. 
Among the thousands of children I saw 
during my entire trip, I did not see a 
single case of a withdrawn child or a 
thumb-sucker. When I inquired into the 
thumb-sucking problem, I was told that 
no such problem exists. Children are 
taught beneficial habits and appear to 
what are taught. 


learn quickly they 


Schools have health staffed by 


children and these children see that their 


posts, 


mates adhere to all proper habits and 
hygienic rules. If a child is occasionally 
found to be remiss, the system of control 
by other children is apparently very ef- 
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fective in correcting the fault. Russian 
research and comparative studies abound 
to show the superiority of, and the in- 
fluence of the Yasly and the Dyetskysod 
in raising children, as compared to the 
custom of raising them at home. 

Problems of oral hygiene are not sep- 
arated from problems of general hygiene. 
Teaching of toothbrushing with practi- 
cal demonstrations, pictures, films and 
books as well as instruction to mothers 
begins at age three and one-half to fow 
vears of age. 

In the average city, outside of the 
great metropolitan centers, for example, 
Kharkov, children have split sessions in 
school, allowing for full-time service in 
the Dental Clinics. Children 
treated in the Children’s Dental Depart- 
ment of the Central Polyclinic outside 


are thus 


of their school time. Although the total 


* personnel of the Polyclinic consists of 


120 operators, four stomatologists are 
in the exclusive service for children. Sta- 
tistics on the total number of children 
treated as well as other statistics are not 
available, except in the Orthodontics 
Department. There, we were told that 
last year 200 applications were filed for 
orthodontics, but only 80 could be treat- 
ed and On the 


average, 120 cases were treated annually 


the rest had to wait. 
by two  stomatologists and completed 
each year. When broken down, the aver- 
age treatment for orthodontics consists 
of two weeks to six months. Very rarely 
cases may require a vear to a year and a 
half for completion. 

treatment 
never full 
x-rays. The use of the x-ray throughout 


Diagnoses and planning 


include a mouth series of 
the Sovict Union is always dependent on 
the clinical judgment if the individual 
operator. Now with the issue of radiation 
damage, even single film x-rays seem to 
pose a problem. In all examinations, 
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the visual judgment of the individual 
operator is the chief diagnostic agent. 

The city of Leningrad is probably the 
best example of the attempts made to 
concentrate on and justify full den- 
tistry for children. The city with three 
and one-half million people is divided 
into twenty-one districts. There as 256 
Stomatological Stations. They were orig- 
inally independent but are now central- 
ived to obtain better standardization. 
These Stomatological Stations include: 

1. Health Centers, Sanitoria, and Fac- 
tories. 

2. District Stomatological Clinics. 

3. City Stomatological Centers. 

Children’s Clinics are part of District 
Clinics. Last year, two exclusive Chil- 
dren’s Clinics were built within public 
housing to care for the total needs of the 
district. Many more are projected with 
the ultimate hope of encompassing not 
only the whole city but to set an example 
for the rest of the Soviet Union. In the 
city of Leningrad, one person out ol 
every 283 is in the Health Services. As 
of July 1959, there were somewhat over 
2,000 stomatologists and dentists for the 
city of Leningrad. The city provides a 
centralized home service in dentistry for 
those who are not ambulatory and are 
bedridden as well as emergency services. 
Follow-up service is also provided for 
children in summer camps. The dentist 
continues the treatment begun in the 
school year, as well as check-ups and clin- 
ical planning, both in dentistry and gen- 
eral health for the ensuing year. Since 
there are no births at home, all children 
with either abnormalities or defects are 
picked up at birth, recorded and special 
continuous care provided. When surgery 
is indicated, it is provided at the proper 
age. An average of approximately 100 
cases a year of cleft palate, harelip, sad- 
dle nose, ear defects, etc., are treated 


annually. Special children’s clinics for 
rheumatic diseases have also been opened. 
All these treatments are now compulsory 
and the consent of the parent is not 
necessary. 

The First Leningrad Stomatological 
Institute and Clinic has 65 stomatolo- 
gists. Eight are children’s specialists, and 
five are orthodontists. They treat chil- 
dren between the ages of seven to seven- 
teen on a budget of three and one-half 
million rubles a year. Their ratio fo 
children is one stomatologist to every 
2,000 to 2,500. For adults, there is one 
stomatologist for every 5,000. Thev also 
send dentists to the rural areas as well as 
to summer camps. There is one dentist 
for every 200 children. 

Although most of the work had been 
done in the winter, the new plans in- 
clude doing even more work during the 
summer months in camp, to ease the 
winter load. Since the children are con- 
centrated in these camps, complete ex- 
aminations are undertaken, not only 
for their dental health but their general 
health as well. These diagnoses are fol- 
lowed through when the children return 
to the city. All services are free through 
the age of seventeen. 

Throughout the Soviet Union, films 
dealing with all phases of health, includ- 
ing the problems of dentistry are shown 
in public cinemas before the regular 
features. 

When questioned as to budgetary sour- 
ces we were repeatedly told that money 
is no object. The serious difficulty is 
material and manpower. 

Although we were repeatedly to!d that- 
dental examinations begin at the age ol 
three and one-half to four, which is when 
the child enters the Dyetskysod, the ac- 
tual attention to disorders other than 
surgery does not commence until after 


they begin the ten year school program, 
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from seven to seventeen years. Semi- 
annual examinations between the ages 
of seven and eleven are routine, and 
from twelve to seventeen examinations 
are made once yearly. In spite of this, 
it seems that many children show either 
the ability to escape the examination 
or produce cavities at a rate faster than 
they can be filled. Perhaps clinical exam- 
inations without the use of x-rays pro- 
duce havoc. The lack of prophylactic 
care showed the effects of shortages of 
manpower. 

In Operative Dentistry, the individual 
operator has complete freedom of choice 
of the technique of cavity preparation. 
The great majority of fillings are done 
by women dentists and the pattern is 
close to the New Zealand plan. No anaes- 
thesia is used. The reason presented is 
that the child has more fear of the needle 


than of the actual operative procedure. . 


They firmly believe that the child can 
be coerced and apparently have no such 
problem as the “difficult” child. I saw 
many instances and was surprised at 
the stoic acceptance by the children. Per- 
haps this stoicism is helped by the fact 
that there is very little extension for pre- 
vention and practically no prophylactic 
odontotomy. The choice of filling mate- 
rial in primary teeth is oxyphosphate of 
zinc cement with occasional use of cop- 
per or silver amalgam. Much stress is 
placed on the theory of retaining pri- 
mary teeth for as long as possible except 
in the cases of rheumatic children where 
extensively carious teeth are routinely 
extracted, The principle of extracting 
teeth to remove foci of infection has 
exacted an extensive toll of teeth in both 
children and adults. The replacement of 
primary second molars in a child age 
four to five is verv rare and then only 
after the eruption of the permanent first 


molar. Fixed space maintainers were not 
seen in any of the areas visited. 

In primary teeth, with small carious 
exposures, pulps are covered with a mix 
ture of penicillin and biomycin in the 
hope of keeping their vitality. In some 
instances, pulpotomy is attempted using 
a mixture of white clay with an emulsion 
of penicillin in oil and sulfathiazole. 
This mixture is also used in fractured 
young permanent anterior teeth, but the 
pulp is removed to a greater extent but 
short of the apex. Penicillin is also in 
jected periapically. This technique is 
also used in complete root therapy for 
permanent fully formed teeth. The col 
lection of x-rays which were shown to 
me were only those of adults and the re- 
sults were good. Incidentally, rubbe: 
dam is never used and when asked why, 
the answer was “It is the custom, and we 
have no precedent.” In those cases ol 
advanced pulp involvement, a mixture 
of iodoform paste and triopaste is used 
after an extensive pulpotomy. In some 
clinics experiments are being tried us 
ing either 5-10 per cent formalin on 
trioxymethyline 5 gr. plus white clay 40 
per cent and creoline 2-3 gr. Results 
could not be verified. If the child does 
not complain, an x-ray check-up is not 
made. Percentages of success or failure 
were not available but the claim is made 
that it lasts for years and that they have 
good results. Of course, “the younger the 
child, the better the results.” In these in 
stances, periapical injections of penicillin 
are given (from 2,500 units per cc and 
up). 

In closing, I must comment on my re 
action to the changing scene which is 
apparently taking place in Russian den- 
tistry. The rise in the status of the stoma- 
tologist has had a deteriorating effect on 
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the everyday practice of general dentis- 
trv. More surgery is done in more areas 
of the head and neck, but the restorative 
practice of dentistry—not only in the 
operative field, but in the prosthetic 
field, both fixed and removable showed 
a definite and serious deterioration. In 
a country where so much has already 
been accomplished and where there is 
no restriction on finances for research; 
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where funds are readily available, pro- 
gressive growth of dental practices should 
also be more visible. I would heartily 
recommend an exchange program to 
help stimulate their research and growth. 
This could be mutually beneficial. There 
is a great deal of skepticism regarding 
the accomplishments of the West, and 
yet they are striving hard to reach and 


even to Surpass Us. 
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Dental Findings in Cerebral Palsy 


Jason C. SIEGEL, D.M.D. 


I. PURPOSE 


Ww. the past five years total 
dental treatment of cerebral palsy 
children has become a routine proce- 
dure in many clinics throughout the 
country. Many articles have appeared in 
the journals regarding operative tech- 
nique, treatment under general anesthe- 
sia, drugs, psychological background, 
and in general, the practical applications 
for improving the dental health of the 
child with cerebral palsy. 

However, very little investigation has 
been reported on possible diagnostic 
clues to cerebral palsy from the ap- 
pearance of the dentition or the support- 
ing tissues. 

This report is concerned with the type 
of dentition and the supporting tissue 
found in cerebral palsy children. ‘There 
are two important factors to be con- 
sidered: (1) Does cerebral palsy, espe- 
cially when it is of pre-natal etiology, 
have any effect on the dentition and the 
supporting structures? and (2) can the 
clinical examination of the dentition be- 
come a diagnostic aid in determining 
the cause of cerebral palsy? 

The purpose of tabulating the high 
arch palate, dental anomalies, and de- 
calcification and hypoplasia was to de- 
termine whether cerebral palsy of pre- 
natal or anoxia stress etiology would 
have any effect on the dentition and the 
supporting structures. It was felt that if 
any significant results were found in this 
study, they would be diagnostic aids in 
fixing cerebral palsy on pre-natal in- 
fluence. 

A study of the normality or abnor- 
malitv of eruption with regard — to 


93% 


chronological dates was made so that 
the findings could be of some value in 
determining whether the suspected hy- 
pothesis that cerebral palsy youngsters 
are hypometabolic could be substan- 
tiated by comparing the eruption dates 
of cerebral palsy youngsters with normal 
siblings. 
II. METHOD 

Sixty-five cerebral palsy children and 
sixty-five youngsters in a control group 
were examined. Fifty-three of the cer- 
ebral palsy cases were mild, and twelve 
cases were severely retarded. Both the 
cerebral palsy and the normal group 
ranged in age from 2-12. 

The youngsters were divided in the 
2-5 and 6-12 age groups (see Table I) so 
that the studies could be made on the 
primary, mixed and permanent denti- 
tions. It was felt that by virtue of growth 
and development factors it would be 
necessary to divide the children chron- 


ologically. 


TABLE 1 
Group A Group B 
(Age 2-5) (Age 6-12) 
€. PB: 28 GF 37 
Normal 28 Normal 37 
Total 56 Total 7 


All those included in the study were 
examined clinically. Neither x-rays nor 
study casts were utilized. 

The following examinations were 
done: 

1. High Arch Palate 

The cerebral palsy and normal groups 
were examined clinically to determine 
what percentage had high arch palates. 
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For practical purposes the height of the 
palate was graded on the basis of four 
categories: I—very low, Il—average, III 


moderately high arch, 1V—an extreme- 





ly high vault. Admittedly, this was not a 
scientific method to determine the height 
of the palate. However, since alginate 
impressions would be needed for each 
case (and even then grading the height 
of the palate would be an arbitrary 
method) it was felt that the clinical 
examination would suffice for a_ pilot 


study. 


2. Attrition 

Attrition is the excessive wearing away 
of the occlusal surface of the tooth 
producing a flat cuspal plane. It is caused 
by the excessive intra-oral forces such 
as grinding and is aided by eccentric 
muscular action. This subject was in- 


cluded to determine whether or not in-, 


tra-oral forces causing attrition were 
peculiar to cerebral palsy children. Par- 
ticular attention was paid to the pos- 


terior dentition or molar areas. 


3. Cerebral Palsy and Dental Caries 
The DMF’s 
filled) of the normal and cerebral palsy 


(decayed, missing and 


groups were determined by clinical ex- 


aminations. 


#. Chronological Normality of Eruption 

The number of children examined in 
this area of our study was the same as 
in the previous series. 

It is understood that it is very difficult 
to employ the term “normal” when we 
wish to discuss eruption dates in relation 
to chronological age. ‘The term “‘aver- 
age” is always employed to better ad- 
vantage in this phase of dental study. 
However, there are certain deviations in 
eruption sequence that stray so far from 
the “average” that we are safe in em- 
ployving the term “abnormal.” 


The criteria used in determinins 
whether or not eruption was abnorma 
were the eruption dates of the primar) 
cuspids and first molars and the stage oi 
eruption of the second primary molars 


5. Decalcification and Hypoplasia 

The cerebral palsy and normal groups 
were examined clinically for enamel hy 
poplasia, decalcification, and any othe: 
enamel dyscrasias that could be observed. 


6. Anomalies—Developmental 

The same number of children were 
examined in each age group in both the 
normal and cerebral palsy as in previous 
sections of this study. The examinations 
for anomalies were clinical. 


III. ResuttTs 
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1. High Arch Palate 

In the cerebral palsy age group ol 
2-5, a total of 15 youngsters were in the 
III-IV categories, or 54 per cent had a 
high arch palate. In the same age group 
28 normal children were examined; It 
were placed in the high arch classifica 
tion for a percentage of 50 per cent. In 
the 6-12 age group, 20 out of 37 children 
were in the III-IV groups for a total of 
54.2 per cent. In the same age group 
the percentage of normal children hay 
ing the high arch palate was slightly low 
er, or about 49 per cent. 
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2. Attrition 
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Not a single case of attrition was 
found in the normal group. Of the 65 
C.P. youngsters examined, a total of 18 
or 27.8 per cent showed definite signs 
of attrition. Four cases were slight; four- 
teen were marked or severe. Only fow 
youngsters in the severe attrition clas- 


sification were diagnosed as athetoids. 


3. Cerebral Palsy and Dental Caries 

The cerebral palsy children in the 2-5 
group had a DMF of 5.9. The normal 
youngsters in the same age group had 
a DMF of 5.4. 

In the 6-12, or mixed dentition stage, 
the cerebral palsy and normal children 
both emerged with exactly the same 
DMF of 6.7. 


#. Chronological Normality of Eruption 
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In the normal groups there was not a 
single case that straved so far from the 
average that it could be called abnor- 
mal; this was true in both the 2-5 and 
6-12 groups. 

In the cerebral palsy group there were 


no abnormalities in the 6-12 age level. 
In the 2-5 age category 28 siblings were 
examined and the eruption dates of 5 
children or 18 per cent had deviated far 
enough from the average to be called ab- 
normal. All five children were at least 
30 months old. ‘The second primary mo- 
lars had not erupted in any of the five 
abnormal cases. In three of the cases, the 
upper cuspids and first primary molars 
were partially erupted. These children 


ranged in age from 30-40 months. 


5. Decalcification and Hypoplasia 

In the cerebral palsy group a total ol 
6 children showed decalcification or hy- 
poplasia. Four youngsters were in the 2-5 
age group. The hypoplasia in two cases 
was found on the anterior primary teeth 
in the area of the incisal third of the 
tooth. A third youngster showed hy- 
poplasia on the gingival third of the 
anterior primary teeth and along the 
gingival margins of both the first and 
second primary molars. In the fourth 
case, which was diagnosed as a severe 
spastic quadriplegia along with mental 
retardation, hypoplasia and decalcifica- 
tion were prevalent throughout the den- 
tition. One enamel dyscrasia was certain- 
ly evident; and amelogenesis imperfecta 
was suspected in one case. 

The pattern of hypoplasia that  oc- 
curred in the 6-12 age group was similar. 
In both cases chalky hypoplastic areas 
were found in the incisal third of the 
upper central incisors and the occlusal 
cusps of the upper and lower first per- 
manent molars. 

In the normal control group, 3 chil- 
dren showed evidence of hypoplasia. All 
three were in the 6-12 age group, and 
all gave evidence of hypoplastic areas 
in the incisal third of the central incisors. 
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6. Anomalies—Developmental 

Ihe percentage of anomalies in both 
the cerebral palsy and normal groups 
was about the same. In the cerebral palsy 
group not a single case of anodontia or 
supernumerary teeth was found; one 
child in the 2-5 age group had what ap- 
peared to be either amelogenesis imper- 
fecta or dentinogenesis imperfecta. There 
was not a single case of microdontia or 
Hutchinson's incisors. 

There was one case of supernumerary 
teeth and that was found in the 6-12 age 
group of the normal children. In the 
same age group one of the cerebral palsy 
children, age 10, had retained primary 
lateral incisors. The permanent lateral 
incisors were congenitally missing, but 
this was a congenital anomaly and not a 
developmental one. 

In three cases in the 6-12 age group 
amongst the cerebral palsy youngsters 
there was excessive spacing between the 
teeth; the growth of the alveolar process 


in most cases was excessive. 


IV. Discussion 


1. High Arch Palate 


Koster and Seymour! suggest that a 
high and narrow palatal vault is seen 
most often in athetoids and quite fre- 
quently in spastics. However, the forces 
that may cause a high arch vault are 
due to local environmental conditions 
such as tongue thrust and preversion of 
muscular action on the dentoalveolar 
structures and not as a result of pre-natal 


anoxia. 


2. Attrition 

Our study shows that marked attrition 
is not peculiar to athetosis. It is inter- 
esting to note that those siblings show- 


ing the most marked attrition had the 


most severe cases of cerebral palsy and 
had suffered the most severe brain dam 
age. Age was not a factor. In the tota! 
of 18 showing attrition, nine were in the 
2-5 group and nine were in the 6-12 
status. Newly erupted permanent molars. 
however, had not been in the arch long 
enough to show the effects of excessive 


grinding. 


3. Cerebral Palsy and Dental Caries 

A study of the DMF was made to de- 
termine whether there was an inherent 
weakness in tooth structure due to pre 
natal or anoxia-stress etiology. The work 
done in this study shows that the rate of 
caries incidence is almost exactly the 
same for normal and cerebral palsy 
voungsters, and that even the local en- 
vironmental factors had no influence on 
the rate of decay in cerebral palsy chil- 
dren. 


#. Chronological Normality of Eruption 

Some investigators feel? that cerebral 
palsy children, especially in’ the early 
stages, show definite signs of hypometab- 
olism. Wrist plate x-rays had been taken 
for the five children in question to de- 
termine their bone age. In three of the 
x-rays a delayed bone age was discovered. 
It would be interesting to carry on this 
study with far greater numbers em- 
ploved. The figures we have are too small 
to be of any value. Delayed eruption 
might conceivably be of some diagnostic 
value in proving hypometabolism in nor 
mal or cerebral palsy children, especial- 
ly if followed up with wrist plate x-rays. 


5. Decalcification and Hypoplasia 

The findings of hypoplastic and decal- 
cification areas on the primary dentition 
is, of course, very significant because hy- 
poplasia in itself is evidence of a sys- 
temic upset. A link between brain insult 
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aud systemic upset might be made. The 
location of the decalcified areas on the 
tooth is important. For instance, if hy- 
poplasia is found along the incisal third 
of the primary incisors, we may deter- 
mine that some systemic upset occurred 
very early in utero, since formation of 
the primary incisors begins during the 
second and fourth month in utero. The 
systemic upset and brain insult could be 
linked and the hypoplastic area could be 
evidence as to when brain damage oc- 
curred. If hypoplasia is found on the 
permanent six year molars in a cerebral 
palsy child, brain damage could have oc- 
curred at birth or in the post-natal stage. 


6. Anomalies—Developmental 

The study of developmental anomalies 
was undertaken to determine whether or 
not pre-natal or anoxia-stress etiology in 
cerebral palsy would be a causative fac- 
tor in developmental anomalies. It is 
known that aberrations in the initiation 
of tooth-germ development result in an 
abnormal number of teeth or in abnor- 
mal conditions of the teeth. 


V. CONCLUSIONS 


1. High Arch Palate 

The presence of a high arch palate 
was not found to be a reliable diagnostic 
aid as far as determining whether or not 
brain insult was of pre-natal anoxia 
stress etiology. The result in the cerebral 
palsy group was only a few percentage 
points higher than the normal group. 
Hereditary factors are important; also 
the abnermal hypertonic condition of 
the facial muscles, involuntary perni- 
cious intra-oral habits, and the general 
perversion of the muscular action all 
play a role in creating a high arch pal- 
atc. These, however, are postnatal or 
environmental factors and are not de- 


velopmental. Koster? and Jackson! both 


found the high arch palate to be almost 
universal with athetosis. Malocclusions 
were also most prevalent in this group. 
2. Attrition 

Attrition, or the grinding away of the 
cuspal plane, was found to be quite pre- 
valent in the cerebral palsy group and 
non-existent in the normal group. The 
degree of the attrition depended upon 
the severity of the cerebral palsy. It was 
not peculiar to athetoids; attrition was 
If the 


cerebral palsy was severe enough, it was 


not limited to any age group. 
just as prevalent amongst spastics as 
athetoids. Hypertonicity of the muscles 
of mastication and the erratic action of 
the facial musculature are the causative 


factors. 


3. Cerebral Palsy and Dental Caries 

Weisman’ in his study at Columbia 
found that a majority of cerebral palsy 
children had poor oral hygiene. 

There was hardly any difference in 
the DMF between the cerebral palsy 
group and the normal. This was  sur- 
prising because many of the children in 
the cerebral palsy group are on_ soft 
mushy diets because they are unable 
to chew solids. Oral hygiene within this 
group is generally poor. The normal 
group was from a low socio-economic 
class. This might tend to equalize the 
above factors. 

4. Chronological Normality of Eruption 

The eruption sequence of our study 
produced some interesting findings. In 
the normal group, there was not a single 
abnormality as far as chronological erup- 
tion dates were concerned. This also can 
be said for the 6-12 group of the cerebral 
palsy group. In the 2-5 age group of the 
cerebral palsy children, there were some 
abnormalities in eruption sequence. Five 
children showed definite deviations from 
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the average for a total of 18 per cent. 
Some that cerebral 
palsy children, especially in the early 


investigators® feel 


stages, show definite signs of hypometab- 
olism. If subsequent research bears this 
out, then delayed eruption could be a 
reliable diagnostic aid as far as hypo- 
metabolism is concerned. Wrist plates 
should always be taken on cerebral palsy 
children. It is certainly worthwhile from 
a research point of view to further study 
the relationship between abnormal erup- 
tion sequence and bone age in cerebral 
palsy children to find a clue as to 
whether or not there is endocrine dys- 
function. 
5. Decalcification and Hypoplasia 
Decalcified and hypoplastic areas on 
the primary teeth could be an important 
diagnostic aid in determining whether 


or not the cerebral palsy was of pre- 


natal anoxia stress etiology. If the de- 
calcified areas are found on permanent 
that the 
sult occurred at birth or was post-natal. 


teeth, it may mean brain in- 
If the decalcified or hypoplastic areas are 
found on the anterior primary teeth in 
cerebral palsy children, it could mean 
that the brain damage was_ pre-natal; 
this information would aid in substan- 
tiating the known medical history. 
The results in this phase of study were 
higher in the cerebral palsy group than 
in the normal group, but there was not 
enough difference to draw any conclusive 
results. Certainly, this phase of the study 
deserves a great deal more investigation. 
6. Anomalies—Developmental 


There was nothing of significance 
found in our study of developmental 
anomalies. Any aberrations of develop- 
ment which were discovered were of con- 
genital origin and were not develop- 
mental. The percentage of anomalies in 
both the 
groups was about the same. 


cerebral palsy and normal 
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VI. SUMMARY 


1. Decalcification and hypoplasia an 
the most important diagnostic aids in 
determining when brain insult occurred. 

2. Eruption abnormalities were found 
in 18 per cent of the 2-5 age group in 
the cerebral palsy group. The bone age 
was retarded in three cases. There is a 
need for further research in this phase 
of our study. 

3. Attrition of varying degrees was 
found in almost a third ot the cerebral 
palsy group. It was not peculiar to 
athetosis. Attrition was not found in the 
normal group. 

t. Most feel that the 
height of the palatal arch is determined 
by environmental circumstances, not de- 
velopmental. This was brought out in 
our study where the percentages of high 
arch palates in the cerebral palsy and 
identical. 


investigators 


normal groups were almost 
There is no apparent link between brain 
damage and the high arch palate. 

5. Developmental anomalies of the 
dentition are not significant as far as 
cerebral palsy is concerned. 

6. The DMF’s of both cerebral palsy 
and normal groups were about the same. 
This result was unexpected. 


207 Waterman St. 
Providence 3, R. I. 
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THE WHITE HOUSE CONFERENCE ON 
CHILDREN AND YOUTH 


A Report by M. JOEL FREEDMAN 


The representatives of the American Society of Dentistry for Children to the White 
House Conference on Children and Youth held in Washington, D. C. from March 
27 to April 2, 1960 were Doctors Paul Weber and M. Joel Freedman. The White 
House Conference, first called by President Theodore Roosevelt in 1909, has been 
held every ten years thereafter. This was the Golden Anniversary Conference. Detailed 
reports by the A.S.D.C. representatives were made to the ad interim meeting of the 
Executive Council in Chicago on June 3 and 4 and can be found in the minutes 
of that meeting. The report which follows is necessarily brief, but will convey some 
of the proceedings of the Conference as they relate to the A.S.D.C. 

The Conference is a representative meeting of citizens representing many groups 
and professions, who share a deep concern for children and youth. The delegates 
(7,000 in all) were invited by President Eisenhower on recommendation of the Com- 
mittee on Invitations and Credentials of the President’s National Committee. Con- 
ference participants included nominees of State Committees and National Organiza- 
tions, 900 young people, public officials, 500 international guests, and committee 
members. 

The theme of the Conference was “To Promote Opportunities for Children and 
Youth to Realize Their Full Potential for a Creative Life in Freedom and Dignity.” 
Prior to the Conference millions of citizens together with private and public agencies 
at local, state and national levels developed the groundwork for the Conference 
through surveys, studies, workshops, town meetings, opinion polls and “little” White 
House conferences. Delegates received some remarkable publications of books and 
working papers containing research and statistics pertaining to children and youth. 
\mong these were a volume entitled Focus on Children and Youth, the Report of 
National Organizations; another called The States’ Report on Children and Youth; 
a book of charts entitled Children in a Changing World; survey papers entitled Chil- 
dren and Youth in the 1960's, and three volumes edited by Eli Ginzberg entitled The 
Nation’s Children. OF these, the first volume was on the family and social change, 
the second on development and education and the third on problems and prospects. 
These books are now available to the public at large. A pamphlet received about the 
middle of June was also published. This contains the recommendations and com- 
posite report of forum findings of the White House Conference. 

Delegates were assigned to specified theme assemblies, forums and work groups, 
according to the interest they had indicated before the Conference. Assignments were 
made by means of an IBM machine, so that each work group was composed of people 
with varying backgrounds and _ interests. 

The same topics were covered at all the theme assemblies: Children and Youth 
1960. On Monday they considered “Appraising ideals and values in their changing 
world,” on Tuesday “Assessing the impact on them of economic, social and cultural 
factors,” and on Wednesday “Adapting to change and innovation—the effects on 
them of science, technology, population pressures and world events.” 

Dr. Weber’s assignment after the theme assembly led him to Forum 10, “Moving 
toward maturity—birth to puberty” and “Care and training of body, mind and emo- 
tions.” He then joined the work group dealing with the normal child age 2 to 6 
years. One topic to be considered by this work group was correction of defects—medi- 
cal, dental, visual, audio. The scope of this report does not permit the inclusion of 
all the topics covered and all the views expressed. It is of special interest, however, to 
note what Dr. Weber presented to the work group on behalf of Dentistry. He stressed 
early dental examination, to include all the latest (and some of the yet unknown) 
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concepts of growth and development. The early interception and correction of any 
defects, including caries, interceptive orthodontics, malocclusion, as it may affect 
speech, facial growth and contour, including abnormalities as cleft lip or palate. He 
stressed that continued care is necessary to prevent breakdown of treatments. 

The recommendations from this work group, No. 102, covered the following items: 
Nutrition, fluoridation, early dental examination and correction of defects; eye; audi- 
tory; speech; cooperation of all professional personnel, teachers, etc. in early child- 
hood; immunization with booster shots; medical and dental examinations every six 
months; guidance in physical and emotional growth and development; records for 
mobile family units; accident education—mobile and poisons; “fads” in advertising 
to be discredited; pre-school evaluation of behavior problems to prevent delinquen- 
cies; baby sitters’ responsibilities and infectious standards be assured; research and 
study for experience at all ages, to replace acceptance at chronological ages; teams 
of specialists to coordinate data on growth and development; all recommendations 
to be followed through until the next White House Conference on children and youth. 

Dr. Freedman was assigned to the work group on mass media of information. He 
expressed this as one of his interests, because he considers the knowledge of this field 
of major importance to the dental profession in the conveying of how best to use 
these media to present dental information. Dental health education for children and 
parents reaches the public through various media. Among these are radio, television, 
motion pictures, booklets, pamphlets, newspapers and magazines. Vast sums are spent 
and untold energies expended upon the production of these materials and the ac- 
quisition of time and space for the dissemination of the message of dental health, yet 
there is still no agreement as to the effectiveness of these media in obtaining the ends 
desired—motivation toward better health habits and toward seeking health services. 
In the course of the discussion he pointed out that there are many spot announcements 
and other advertising materials that give actual misinformation in the field of dental 
health. The public should be made wary of medical and other types of advertising 
which are so worded as to lend themselves to misinterpretation. He recommended to 
the work group that in all studies the child as a whole should be considered, not just 
specific aspects as determined by our own special interest or field. The recommenda- 
tions made by this work group are many. Several of them should be noted here. One, 
that the President of the United States appoint a high level advisory board to make 
recommendations on radio and television program content, especially as it affects 
children and youth. Two, that schools, religious groups and civic organizations give 
more emphasis to evaluating television and radio programs. Three, that state com- 
mittees of the White House Conference bring together all interested community 
organizations as a council to conduct courses in selection and use of TV and radio 
and other mass media, and to serve as a clearing house and resource center for gather- 
ing and disseminating information and correlating projects. Four, that the mass 
media adopt a code of criteria for accepting advertising in connection with entertain- 
ment films. Five, that community forces such as the family, the church, the school. 
youth agencies and governmental agencies encourage the mass media to produce 
materials in harmony with their objectives, and to recognize their responsibility for 
influencing sensitive adolescent minds by presenting the contributions made by persons 
of high integrity. 

Some of the recommendations which came out of the work group which Dr. Weber 
attended were as follows: That periodic examination and continuous medical and 
dental care, including vision, hearing and lingual problems, early detection and treat- 
ment of defects and abnormalities as well as the prevention and early treatment of dis- 
ease be provided for all children, including those of mobile families. That studies, 
programs and facilities for the medical and dental care of adolescents and the super- 
vision of their general health be planned in accordance with their special needs and 
characteristics, since the number of disqualifications for military service indicates an 
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urgent need for improvement of their physical, mental and social fitness. 3. ‘That 
communities provide the fullest possible protection against tooth decay by the fluorida- 
tion of water supplies. 4. That communities provide early instruction to parents on 
development of the jaw and eruption and care of the teeth to prevent many facial 
disharmonies with resulting emotional and physical health hazards. 5. That  physi- 
cians, residents, interns, medical students and nurses be helped to recognize the needs 
of the patient as a total person, especially the needs of infants and young children 
for play and for contact with parents; and that they be given training by specialists 
in problems of family relations and family disorganization. 6. That the public be in 
formed through television, radio and other mass media of the health needs of the 
unemployed. 7. That information programs be developed to: a. educate adolescents 
in sound nutritional attitudes and practices. b. emphasize to adolescent girls the 
importance of nutrition in preparation for motherhood. c. inform parents and others 
in charge of feeding children of nutritional requirements as recommended by pro- 
fessional authorities for the growth and development of children. d. alert parents to 
the dangers of fad diets and excessive intake of certain vitamins and supplements or 
health foods. 8. That enthusiastic young adults who have recently entered the health 
service professions undertake a program to interest youth in the field. 9. That educa- 
tional opportunities in all the health professions (including medicine, nursing, public 
health, mental health and social services) be expanded with the use of federal and 
state funds to supplement private and local funds. 

The recommendations which Dr. Weber and Dr. Freedman specifically make to 
the A.S.D.C. are as follows: 1. That the A.S.D.C. assume the obligations and 
follow through on the Council of National Organizations for the White House Con- 
ference for Children and Youth. 2. A voluntary donation might be in order; the sum 
might be determined later through cooperation with the A.D.A., the American As 
sociation of Orthodontists, the American Academy of Pediatrics and the A.M.A. 
3. That a committee be set up of at least five members which could study and_ re 
port on all the materials available, and how best A.S.D.C. could play its part. 
t. That a liaison be established with the American Academy of Pediatrics and that 
we base further study and work with them and the A.D.A. and the Orthodontic 
group on educational material on growth and development that might be of mu 
tual interest. 5. That one or more members be “groomed” for attendance during 
the next White House Conference on Children and Youth. They could conceivably 
be members of the committee if so desired by A.S.D.C. 6. The A.S.D.C. should have 
a liaison with all groups interested in children and youth, not solely with the 
groups concerned with health. It is only when we come in contact with the other 
workers in the field that we realize how many influences affect youth, and therefore 
affect our work with children and youth. 7. Articles on different findings of this 
Conference on all phases of children and youth should be published as a series in 
the A.S.D.C. Journal, so that each member will get a tull picture of the problems 
and the research to date. 8. The A.S.D.C. should buy several copies of the publica- 
tions which emanate from the White House Conference, and make them available 
to members on a loan basis, so as to disseminate the information that appears in 
these remarkable books. 9. That the A.S.D.C. at its national meeting adopt a reselu- 
tion to the effect that because the program of the A.S.D.C. is in harmony with the 
stated purpose of the White House Conference, which is “to promote opportunities 
for children and youth to realize their full potential for a creative life in freedom 
and dignity” that the A.S.D.C. commend the President of the United States for 
calling the Conterence. congratulate the planning committee for the development of 
a significant program to consider the needs of children and youth, and that the 
\.S.D.C. consider the recommendations emanating from the Conference in regard 
to the dental health of children and youth, and continue to work in the spirit of 
the Conference for the welfare of children and youth. 








Epiror’s NOTE: 
The following brief reports were presented before the American Academy of 
Pedodontics at its Annual Meeting held in St. Louis. They have been offered for 


publication in our JouRNAL by the then Editor of the Academy. 
ALES. 


EFFECTS OF SILVER NITRATE ON 
HUMAN PULP 


PURPOSE: To re-evaluate effects of silver nitrate on pulps under intact and carious 


dentin and on exposed human pulps. 


METHOD AND MATERIALS: Silver nitrate (Howe’s ammoniacal) was applied 
for 3 minutes to 16 non-carious and 6 carious tooth cavities and to 15 exposed pulps. 
The teeth were extracted 1, 7 and 30 days later and subjected to routine histologic 
analysis with special care taken to insure good fixation. 


FINDINGS: Much greater damage was observed to pulps under carious and non- 
carious cavities than previously reported. Damage was characterized by hemorrhage 
under all cavities deeper than half the thickness of dentin and was very severe 
under deep cavities. Recovery was the rule after 30 days, by walling off the injured 
area. 

Damage to exposed pulps was surprisingly slight. In all cases, the action of the 
silver nitrate was neutralized by precipitation of silver by the red blood cells, thus 
limiting the action of the silver nitrate and preventing its penetration deeper into 
the pulp. There was less damage under exposed pulps than under intact non-carious 
or carious Cavities, 

Maury Masser, Chicago, Il. 


THERMAL CHANGES IN CHILDREN’S ‘TEETH 
DURING CAVITY PREPARATION 


PURPOSE: To report thermal changes in children’s teeth during cavity prepara- 
tion in vivo under controlled conditions of operating. The principle of the thermo- 
couple and its use in determining heat measurements were also presented. 


MATERIALS AND METHODS: The following variables were controlled—speed ot 
revolving instrument, distance of the bur from the thermocouple, type and amount 
of pressure and type of bur. Findings were limited to effects of coolants on the tem- 
perature produced during operative procedures. 


FINDINGS: 

1. The actual temperatures of teeth are lower than the 98.6° F., ordinarily accepted 
as normal body temperature. 

2. The rise in temperatures produced in a tooth by a revolving bur was decreased 
considerably when a coolant was used. 

3. The water coolant is more effective than the air coolant in decreasing the tem- 
perature in a tooth during cutting. 

4. Thermal changes recorded in vital teeth being cut by revolving instruments were 
consistently lower than the temperature readings recorded for the same operation 
in extracted teeth. 

5. The use of coolants appears to afford a better visibility of the cavity and to 
prevent the revolving bur from becoming clogged. 

ZALMAN Konikow, Royal Oak, Mich. 
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A CLINICAL AND ROENTGENOGRAPHIC 
EVALUATION OF THE EFFECTIVENESS 
OF CALCIUM HYDROXIDE IN 
VITAL PULP THERAPY 


PURPOSE: To study and assess results of using calcium hydroxide over vital pulp 
exposures in 266 teeth (231 primary molars; 33 permanent molars; 2 permanent frac- 
tured incisors). 


METHOD AND MATERIALS: 246 teeth were followed over a period of one to 5 
years with a few cases observed for six and seven years. Twenty teeth were followed 
for six to nine months. 

During the latter part of 1956, this procedure was modified somewhat. When a 
carious exposure was anticipated, zinc oxide and eugenol paste was first placed after 
the partial removal of caries and left in situ for about four days before the exposure 
was made. 

FINDINGS: Of the 266 cases, 26 were listed as failures. Eight of the 266 (approx- 
imately 3 per cent) were marked “early” failures since they occurred within the first 
twelve months after treatment. Eighteen of the 266 (approximately 6.8 per cent) were 
marked “eventual” failures since they deteriorated only after twelve months had 
passed. Of the 26 failures, 8 primary molars were maintained until the premolar 
erupted in good position; 13 are being maintained and the outcome is not yet 
known; 4 primary molars were extracted; 1 permanent molar required a root canal 
filling. After the procedure was modified in 1956, there have been no failures. It 
raised the percentage of success, but the total number of teeth treated in this manner 
is still small. This study presents only the clinical effectiveness of calcium hydroxide 
in vital pulp therapy. It shows that this procedure was successful in approximately 
90 per cent of teeth treated. 

Mary Lynn Morean, Atlanta, Ga. 


PRELIMINARY REPORT ON THE USE OF 
CALCIUM HYDROXIDE AS AN 
INDIRECT PULP CAPPING 
MATERIAL 


PURPOSE: To obtain clinical evidence as to the effectiveness of indirect pulp cap- 
ping with calcium hydroxide. 


METHODS AND MATERIALS: The teeth selected for the study were permanent 
first molars in children 8 to 12 years of age with large carious lesions where complete 
removal of all caries would result in pulp exposure. The large bulk of caries was 
removed until it was felt that further excavation would result in pulp exposure. A 
creamy mix of calcium hydroxide and water was placed over the remaining caries 
to a thickness of 1.0 mm., blotted dry with cotton, and the cavity filled with a thick 
mix of zinc oxide and eugenol. The cavity was reopened after three months and 
all zinc oxide-eugenol, calcium hydroxide, and remaining caries removed. 


FINDINGS: Of 26 permanent first molars treated with this procedure 5 showed 

pulp exposures after re-opening while 21 (80 per cent) showed hard reparative dentin 

covering the pulp when the remaining caries was removed after three months. 
CHARLES MEHLUM, Phoenix, Arizona 
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REDUCTION OF CARIES BY A SODIUM 
FLUORIDE MOUTHWASH 


PURPOSE: To determine effectiveness of a 14 per cent sodium fluoride mouthwash 
used by children in a private pedodontic practice. 


METHODS AND MATERIALS: Because of the limited number of patients avail- 
able, very strict and rigid specifications were set up to observe the results from the 
maximum number of available surfaces. This automatically eliminated all primary 
teeth. Only non-carious permanent teeth were taken into consideration. Five and six 
year olds were studied to get the long range view over periods of 8 to 10 years, while 
eight and nine year olds were studied over the comparatively short time of 2 to 4 
years. 

The experimental group consisted of five and six years olds, and eight and nine 
year olds with rampant decay in whom the original high lactobacillus count was 
reduced and kept low by continuous use of the mouthwash. The control group con- 
sisted of five and six year olds, and eight and nine year olds, with high or low lacto- 
bacillus counts. These received good pedodontic procedures comparable to the ex- 
perimental group but received no mouthwash. 


FINDINGS: In a group of 212 children receiving a sodium floride mouthwash, 
it was observed that after 2 years, a significant reduction of caries occurred in the 
permanent teeth. In the 5-6 year old group the reduction was 85.7 per cent after 
2 years; after 4 years, 83.1 per cent; after 6 years, 88.5 per cent; after 8 years, 
88.1 per cent; and 10 years, 88.5 per cent. The reduction of caries in the 8-9 year 
old group after 2 years was 92.2 per cent and after 4 years, 87.1 per cent. It was also 
observed that in children with caries free mouths and a consistently low lactobacillus 
count, when the count was raised by the use of the mouthwash, a high caries rate 


usually was the result. 
Wa ter S. We1sz, Pittsburgh, Pa. 


THE INCIDENCE OF ACCIDENTAL INJURY 
TO PRIMARY ANTERIOR TEETH 


PURPOSE: To determine a percentage of children who suffered injury to thei 
anterior primary teeth. 


METHODS AND MATERIALS: During the 2 year period from June, 1956 to 
May, 1957 every child under 6 years of age who came into this office was checked for 
teeth that had been injured accidentally. For the purpose of this report, each child 
was examined only on the initial visit during this period and only by visual means. 
Conditions checked were teeth that were missing, non-vital, fractured, chipped, 
knocked out of position, or those with a fistula. 


FINDINGS: Of the 408 children observed, 221 (54.14 per cent) had suffered injury to 
anterior primary teeth. Two hundred and eight (94.2 per cent) had only maxillary 
teeth involved, 7 (3.1 per cent) had only mandibular teeth involved, and 6 (2.7 per 
cent) had injured both maxillary and mandibular teeth. 

The 221 children with involved teeth had a total of 375 teeth that had been injured. 
One hundred and twelve (50.7 per cent) had only one tooth involved, while 74 (33.5 
per cent) had two, 26 (11.8 per cent) had three, 8 (3.6 per cent) had four and 1 (0.4 
per cent) had five teeth involved. 

R. D. Korns, Joplin, Mo. 
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SAFETY OF GENERAL ANESTHESIA IN 
A PRIVATE PRACTICE 


PURPOSE: To study the safety, economy and practicability of the use of general 
anesthesia for the dental treatment of uncooperative children in a private practice. 


MATERIALS: The records of two hundred consecutive and unselected children 
treated over a period of eight years were analyzed. All children were excessively 
fearful, emotionally disturbed or mentally retarded. They ranged in age from 2'% 


to 21 years. 


METHODS: Each child was carefully examined by a physician and premedicated 
with Meperidine plus Atropine Sulfate. Anesthesia was induced by a_ registered 
anesthesiologist using intravenous thiopental sodium 0.4 per cent in glucose. Suc- 
cinylcholine chloride was used as a muscle relaxant for the reception of the naso- 
tracheal airway after which the patient was maintained on an open system with 75 
per cent nitrous oxide and 25 per cent oxygen. Thiopental sodium and_ succinyl- 
choline chloride were continued by drip during the operation, as needed. 


FINDINGS: In 200 children 1,673 amalgams and 51 crowns were placed in addi- 
tion to 377 extractions, 88 pulpotomies and 21 gingivectomy quadrants. The quality 
of the restorations was equal to or superior to those placed by this operator in co- 
operative patients under local anesthesia. These services were accomplished under 
conditions of optimal safety comparable to those available under hospital conditions, 
and at a cost but little higher than for cooperative children. The total cost was a 
substantial savings to the parents since the high cost of hospitalization was eliminated. 
Most important, 200 handicapped and uncooperative children received optimal dental 
care; children who otherwise could not have been cared for at all because of limita 
tions in hospital facilities in a middle class suburban community. 
Wayne Dunnom, Oak Park, JIl. 
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Abstracts 


THE RELATIONSHIP BETWEEN LACTOBACILLUS COUNTS, SNYDER TESTS AND THE SUB- 
SEQUENT INCIDENCE OF DENTAL CartEs—G. N. Davies, R. M. King, and A. A. 
Collins, Univ. of Otago Dental School, Dunedin, New Zealand: Arch. Oral Biol., 
Vol. 1, No. 1, P. 62-73, 1959, Pergaman Press Ltd., Great Britain. 


A study was conducted to determine the relationship between lactobacillus counts, 
Snyder tests and the number of newly decayed tooth surfaces in 584 patients from age 
3-31 years. 

The results from each test were similar. The clinical examination consisted of dry- 
ing each tooth with compressed air and utilizing a mirror and explorer. Bite-wing 
radiographs were taken for all patients. Specimens of saliva were collected in sterile 
sample bottles from each patient on two or three successive mornings following the 
initial clinical examination. 

Both lactobacillus counts and Snyder tests predicted the incidence of dental caries 
more accurately in the young children aged 3-13 years than in the older patients aged 
12-31 years. Those patients with strongly positive tests had a higher number of at 
least 3 or more new lesions in 12 months, or less than did patients with negative 
tests. Neither test was reliable for predicting the incidence of caries over a period 
of time exceeding one year. 

M. M. ALBUM 


A COMPARISON OF THE INCREMENT OF FLUORIDE IN ENAMEL AND THE REDUCTION IN 
DENTAL CARIES RESULTING FROM TOPICAL FLUORIDE APPLICATIONS—I. Sundvall- 
Hagland, F. Brudevald, W. D. Armstrong, D. E. Gardner, and F. A. Smith: Arch. 
Oral Biol. Vol. 1, No. 1, P. 74-79, 1959, Pergaman Press Ltd., Great Britain. 


Primary teeth which had exfoliated during and after topical sodium fluoride 2 per 
cent applications were collected and analyzed for fluoride content. The experimental 
group of 107 children with a median age of 2 years and 8 months was used. The 
teeth on one side (upper and lower) were given 4 topical treatments of 2 per cent 
sodium fluoride within a period of 15 days, each treatment lasting 4 minutes. The 
untreated teeth and the teeth of a group of 102 comparable children who received no 
fluoride treatment served as controls. Dental examinations were given at the begin- 
ning of the experiment and 1, 2, and 3 years afterwards. 

Caries reduction was 19, 14, and 7.5 per cent when based on a comparison of treated 
and untreated teeth in the same mouth, and 34, 23, and 12 per cent when teeth of 
untreated children were used as controls. The exfoliated teeth with fluoride applica- 
tions when analyzed showed an increase of approximately 50 p.p.m. in the fluoride con- 
centrations of the outer portion of the enamel. The study showed no decrease of 
fluoride from the treated enamel during the period 3-7 years following fluoride treat- 
ment. 

M. M. ALBUM 


CLert Lip AND PALATE IN TWINS AND OFFSPRING OF Twins—Elizabeth Curtis, M.A., 
Research Institute of the Hospital for Sick Children, Toronto, Ontario: Paper 
read before 17th annual meeting of A.A.C.P.R., May 1959. 


Animal geneticists have shown the value of environmental and genetic factors in 
the occurrence of cleft palate in mice. The author feels that although newborn chil- 
dren would have an inclination to create difficulty in evaluating this confusing prob- 
lem, twin studies do provide a method of evaluation. 

Genetic investigations were carried out on 542 patients with cleft lip and/or cleft 
palate. Sixteen pairs of twins were found in this study. Tests proved 6 to be monozy- 
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gotic (MZ) and 10 dizygometic (DZ). This group was added to those reported in the 
literature making a total of 124 twins for analysis. 

Dr. Curtis reports that MZ twins with cleft lip (with or without cleft palate) 
had both twins affected in 43 per cent of the cases. The low percentage of DZ twins 
in the same group showed that cleft lip (with or without cleft palate) is partially 
due to genetic factors. However, over 50 per cent of the twin sets had only one twin 
affected which indicates the penetrance of the gene by some environmental factor. 

This most interesting article goes on to say that genetic predisposition alone can 
cause cleft lip and/or cleft palate. Furthermore that combinations of conditions 
such as a short palate, abnormal head size or mandibular defects plus a triggering 
environmental disturbance must be present before the gene can penetrate. 

M. M. ALBum 
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HAROLD K. ADDELSTON, ’62 

124 Madison Avenue, New York 17, N. Y. 


Community Dental Programs 
S 


ARTHUR BUSHEL, Chairman, ’64 
New York City Department of Health, 125 
Worth Street, New York 13, N. Y. 
RICHARD D. Korns, *60 
518 Frisco Building, Joplin, Mo, 
DaAvip L. WEBBER, ’61 
1618 Main Street, Springfield 3, Mass. 
ROBERT C. READ, '62 
2719 West Santa Barbara Boulevard, Los 
Angeles 8, Calif. 
DAVID STRIFFLER, '63 
State Health Department, P. O. Box 711, 
Santa Fe, N. M. 


Membership 


RALPH E. MCDONALD, Chairman 
1121 West Michigan Street, Indianapolis 2, 
Ind. 
CHARLES A. SWEET, JR., '60 
2940 Summit Street, Oakland 9, Calif. 
IRVING W. EICHENBAUM, ’61 
24 Washington Street, New Britain, Conn. 
JOHN H. SHARPLEY, "62 
~ 4116 Northern Parkway, Baltimore 6, Md. 
NORMAN OLSEN, ’63 
The Dental School, Northwestern University, 
311 East Chicago Ave., Chicago, Il. 
WILLIAM E. ALLEN, ’64 
700 East Walnut Street, Pasadena 4, Calif. 


Professional Relations 


9 


Myers THORNTON, Chairman, ’63 
2921 Fairmount, Dallas, Tex. 
Pat H. Lyppan, '60 
688 Francis Building, Louisville 2, Ky. 
H. Curtis HEsTEr, ’61 
855 Bloomfield Avenue, Glen Ridge, N. J. 
JAMeEs P. MCKNIGHT, '62 
~ University of Tennessee, College of Dentistry, 
847 Monroe Avenue, Memphis 3, Tenn. 
HuGuH KopE ., ’64 
19933 Livernois, Detroit, Mich. 


Public Relations and Publicity 


RICHARD E, JENNINGS, Chairman, ’64 
University of Texas Dental Branch, Houston, 
Tex. 

WILLIAM E. Copy, ’60 
1325 East 16th Avenue, Denver, Colo. 
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PAUL STARKEY, ‘61 
1121 West Michigan Street, Indianapolis 2, 
Ind. 
Move R. Perry, "62 
4251 Ingraham Street, San Diego 9, Calif. 
CHARLES W. FAIN, ’63 
320 Harvey, Daytona Beach, Fla. 


State Units 


James H. Simmons, Chairman 

5225 West Freeway, Fort Worth 7, Tex. 
IRWIN I. BEECHEN, '60 

2929 Summit Street, Oakland, Calif. 
MELVIN A. Noonan, ’61 

630 North Woodward, Birmingham, Mich. 
PauL Sypow, '62 

29 Lincoln Street, Framingham, Mass. 
JAMEs Conpon, ’63 
" 731 West Indiana, Spokane, Wash. 
Joun D. ‘TABAK, '64 
“ 1451 North Bayshore Drive, Miami 32, Fla. 


Schools and Dental Boards 


WILLIAM S. KRAMER, Chairman, ’63 
University of Nebraska, School of Dentistry, 
Lincoln 8, Nebr. 

FRANCIS I, FLEEGE, 60 
720 North Jefferson, Milwaukee, Wis. 

DouG as J. SANDERS, ’61 
Baltimore College of Dentistry, University of 
Maryland, Lombard and Green Streets, Bal- 
timore 1, Md. 

Davip B. Law, ’62 
812 General Insurance Building, Seattle 5, 
Wash. 

Roy LINDAHL, 64 
University of North Carolina, School of Den- 
tistry, Chapel Hill, N. C. 


Editorial and Publications 


MANUEL M. ALBuM, Chairman 
Medical Arts Building, Hillside Avenue and 
New York Road, Jenkintown, Pa. 


Gorpbon H. ROVELSTAD 
3244 Harrison Street, Evanston, III. 

BASIL BIBBY 
Eastman Dental Dispensary, 800 Main Street, 
Rochester, N. Y. 


Annual Meetings Committee 


Victor O. LENCHNER, Chairman, 64 

512-71st Street, Miami Beach 41, Fla. 
JAMEs H. Simmons, '60 

5225 West Freeway, Fort Worth 7, Tex. 
M. JOEL FREEDMAN, ’61 

300 West 33rd Street, New York 11, N. Y. 
Mope R. Perry, ’62 

4251 Ingraham Street, San Diego 9, Calif. 
MANUEL M. ALBuM, ’63 

Medical Arts Building, Hillside Avenue and 

New York Road, Jenkintown, Pa. 
PAUL M. WEBER, Secretary Pro-tem 

1 Engle Street, Englewood, N. J. 


Program Committee (Special Presidential 
Appointment) 


RALPH E. MCDONALD, Chairman 
1121 West Michigan Street, Indianapolis 2, 
Ind. 
MANUEL M. ALBUM 
Medical Arts Building, Hillside Avenue, and 
New York Road, Jenkintown, Pa. 
SIDNEY KRONFELD 
36 East 36th Street, New York 16, N. Y. 
Victor O. LENCHNER 
512-71st Street, Miami Beach 41, Fla. 
IRVING H. POSNICK 
3400 Dakota Avenue, St. Louis Park, Minn. 


Pre-Paid Dental Care (Special 
Presidential Appointment) 


M. JOEL FREEDMAN, Chairman 

300 West 33rd Street, New York 11, N. Y. 
DONALD R. PORTER 

611 S.W. Campus Drive, Portland, Ore. 
JOHN WHITAKER 
” 1347 West 6th Street, San Pedro, Calif. 
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NOTICE 


In accordance with Constitution and By-Laws requirement, 
we publish herewith, personnel of the Auditing and Nom- 
inating Committees for 1960. 

AUDITING COMMITTEE 

James H. Simmons, Chairman; Wesley Young, Joel Freed- 
man. C. F. Tuma, Ex-officio. 

NOMINATING COMMITTEE 

Albert Anderson, Chairman; Harold Addelston, Lawrence R. 
Burdge. 





if it’s a 


Quot tthe * 


that needs 
attention... 


suggest Wdolphks Sugar Substitute 


Adolph’s satisfies the craving for sweet because it’s so much like 
sugar — looks, sprinkles, and tastes the same way! Adolph’s Sugar 
Substitute—a crystalline mixture of glycine, gum arabic, and sac- 
charin—is the only product of its kind that resembles sugar both 
in particle size and pure whiteness. Yet it has 12 times sugar’s 
sweetening power and is the ideal replacement in the low- di 
calorie diet. At food stores everywhere. For free shaker [eas] 
samples please write Adolph’s Ltd., Burbank, California. |@ 
ANOTHER FINE PRODUCT FROM ADOLPH’S DIET KITCHENS 














